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HYDATIDIFORM MOLE 
A Plea for the More Careful Study of 
Tissue from Abortuses 
Report of Three Cases 
C. &. YOUN, MM. D. F. A. C. &. 
Prescott, Arizona 


(Read before the thirty-ninth session of the Ari- 
zona State Medical Association, held in Phoenix, 
Arizona, April 24 to 26, 1930). 


“To read the titles of articles on ‘molar’ pregnan- 
cies which have appeared during the last few de- 
cades, even, is a rather wearisome task. By far the 


great majority of the articles concern themselves 
merely with the report of ‘a case’ or (rarely) of 


‘several cases’ of hydatidiform moles. The recent 
cancer literature stands in marked contrast to this. 
for not even the general practitioner would think 
of reportine a routine case of cancer of the breast, 
let us say. The significance of these fact is self-evi- 
dent. and whatever else they mav mean they do 
imply that hydatiform mole still is regarded as a 
rare condition. Indeed many of those reporting ‘a 
case’ frankly say so, and elthough the incidence of 
hvdatiform degeneration is estimated variously by 
different euthors and investigators, there seems to 
be entire agreement that it is a rare, even if not en 
extremely rare. condition. This opinion seems to 
be shared even by those general practitioners whose 
long vractice runs high up into the hundreds or 
even into the thousands of obstetrical cases. Indeed, 
many gener?! practitioners declare that they have 
not seen a single case of hvdatiform mole during the 
practice of a long ife.” (Meyer). 


Had TI been familiar with the above para- 
graph auoted from the classic contribution 
of Arthur William Mever, oublished by the 
Carnegie Institute of Washington. T never 
would have had the temerity to add this pa- 
ner to an all too prolific literature. While T 
stand indicted on every count in the intro- 
ductory naragraph. I am too deeply commit- 
ted to retract, having alreadv presented the 
subiect to the Yavapai County Medical So- 
ciety and having had it accepted for this 
meeting. 


I now offer the following reasons for call- 


ing your attention to the subject of hydatidi- 
form mole: 

1. It introduces a pathologic entity which 
has not been discussed before any of the 
Southwestern Associations in the last thir- 
teen years. 

2. Because its history abounds in inter- 
esting speculations, discussions, and contra- 
dictions as to etiology and pathology. 

8. Because the vagaries and contradic- 
tions concerning the frequency of its appear- 
ance furnish instruction in statistical evalu- 
ation. 

4. Because, after thirty-three years of 
“watchful waiting,” I witness my first case, 
to be followed bv the recognition of two im- 
mature forms within nine weeks. 

5. Because I should like to record these 
cases and review with you some of the fac- 
tors in the modern treatment of the condi- 
tion, which are so at variance with the teach- 
ings of three decades ago. 

6. Because I sincerely desire to create an 
interest in the study of tissue from abortus- 
es (spontaneous) bv a simple method I shall 
cescribe, hovine thereby to find more im- 
mature forms of hydatidiform mole and 
thus increase the value of our statistics and 
the accuracy of our prognoses. 

Synonyms: Hydatidiform mole is known 
also as vesicular mole. myxoma chorii, cystic 
degeneration of the chorion, grape mole and 
chorioma benignum. 

Definition: Hydatidiform mole is a dis- 
ease associated with pregnancy, in which 
the chorionic villi are deformed in structure. 
The placenta fails to form a compact mass, 
its villi branching loosely in clusters. The 
stalk, or stoma, of the villus becomes 
edematous and distorted, and in the major- 
ity of cases the covering layer (the Lang- 
hans cells and syncytium) proliferates un- 
duly. 
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The name hydatidiform originated be- 
cause of the close resemblance to echinococ- 
cus cysts (Brenser 1819). R. R. Frank, S. H. 
Geist, Dean Lewis’ Surgery. 

Historical: A number of writers state 
that Hippocrates knew of this condition. 
Kessman states that Hippocrates ascribed 
a cause to a mucoid degeneration of the 
villi. 

Apparently there is a lapse of nearly ten 
centuries before the subject is again defi- 
nitely presented in the literature. Aetius of 
Amada, writing early in the sixth century, 
clearly described it. Again a lapse of about 
ten centuries. Vega in 1564 and Valleriola in 
1573 reported tynical cases. Doubtless due 
to the uncanny appearance and prolific num- 
bers of these “cystic ova” and the mystery 
which then shrouded their origin, the litera- 
ture became large and difference of opinion 
rife. 

Valleriola believed the disease due to the 
abnormal development of the “female se- 
men.” Reenier de Graf (1678) thought that 
each vesicle was an unfecundated ovum. We 
have definite proof that prior to 1223 the 
opinion prevailed that each cyst was a liv- 
ing embrvo, and thereby hangs a tale, a bit 
of medical lore concerning “Black Meg,” 
handed down to us through the writings of 
the great surgeon Ambrose Pare and Samuel 
Pepys. to whom nothine was sacred, not 
even his thoughts, as his diary recounts. 
Pare details the case of the Countess Mar- 
gvaret of Flanders. “Black Margaret,” daugh- 
ter of Baldwin. Emperor of Constantinople, 
who brought forth at one birth 365 infants. 
of whom 162 were solemnlv baptized “John,” 
182 “Elizabeth” and the odd one, after much 
ecclesiastical debate, was adiudged an herm- 
aphrodite and accordingly buried without 
baptism. Pepys in his journey to the Hague 
in 1660. speaks of going by wagon to Lans- 
dune, where the 365 children were born: 
“We saw the hill where they sav the house 
stood and sunk, wherein the children were 
born, the basins wherein the male and fe- 
male children were baptized do stand over 
a large table that hangs upon a wall, with 
the whole story in Dutch and Latin, begin- 
nine Margaret Herman Comitissa.” 

Countess Margaret was eranted a divorce 
from her first husband, Bosschaert (Buch- 
ard), Lord of Avennes, on several grounds, 
one of which was “too near relationship be- 
tween the parties.” My historic link is brok- 
en at this point but, assuming Bosschaert 
responsible for the pregnancy resulting in 
this mole of 365 children, we can readily 
understand from the beliefs prevalent at 
the time why the grounds for divorcement 
were sufficient. 
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Paul Postal (1685) presented in his work 
a good picture of the condition, with a fair- 
ly accurate description. Ruysch in 1691 de- 
clared that the cysts were due to some dis- 
ease or alteration of the ovum. In the early 
part of the nineteenth century Madame Boi- 
vin, a French midwife, published several pa- 
pers on obstetric subjects. She is credited 
by one author as considering the disease due 
to echinococci, by another as recognizing the 
chorionic origin of the mass. Velpau (1827) 
called the cysts degenerative villi, as we 
know them today. Meckel (1847) suggested 
the hydrops due to vascular destruction. Vir- 
chow (1853) called it a mucoid myxomatous 
degeneration, a view generally accepted un- 
til 1875 when it was disproven by the mas- 
terly study of Marchand. 


With the first report of chorion epitheli- 
oma by Sanger in 1889 and the rapidly con- 
firmed observation that more than one-half 
of such cases were preceded by the expul- 
sion of a hydatid mole, great interest was 
created in the pathology of the two condi- 
tions, especially the question as to whether 
mole was an essential precursor to the de- 
velopment of chorion epithelioma. In 1922 
Emil Novak stated that no group of neo- 
plasms is more interesting than that repre- 
sented by hydatidiform mole and chorio- 
epithelioma. Furthermore, DeLee states 
these malignant syncytiomata may develop 
in the uterus, in the cervix, or in the vagina 
(local metastases), or, if the vesicles and 
masses of syncytium are carried by the 
blood stream to distant organs, a general 
syncytiomatosis may ensue, but usually the 
lungs are first and most involved. 


Frequency: Statistics on the frequency 
of hydatidiform mole exhibit such wide vari- 
ations that we welcome any plausible ex- 
planation. It seems reasonable, as pointed 
out by Schumann, that many cases of this 
affection occur in the hands of practitioners 
outside of hospitals and are never reported, 
that a true evaluation of their frequency is 
not possible. Another noteworthy observa- 
tion by Meyer is that “mole formation is a 
rare disease at or near term, but it prob- 
ably is the commonest of all diseases of the 
ovum during the earliest months of gesta- 
tion. The tynical large hydatidiform mole is 
an end result which has taken many months 
to develop.” My own observation from a stu- 
dy of the literature is that there will always 
be, and justly so, a wide margin between sta- 
tistical evaluations of the surgeon based on 
macroscopic appearance, and those of the 
rathologist based on microscopic study. 
Having oriented ourselves upon the cause 
of these variations in the statistical inci- 
dence, the following estimates become the 
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more interesting. Essen-Moller gives the in- 


Boivin considered it far more rare, occur- 
ring only once in 20,000 cases. Williamson 
gives an incidence of one in 2,400 cases. 
Pazzi is quoted as having stated that he had 
never, in an experience of more than 6,000 
cases, encountered a case of hydatidiform 
mole. Edgar stated, “I have seen it (hyda- 
tidiform mole) four times in 15,000 cases of 
labor observed in hospital and in private 
practice.” 

Meyer calls attention to the overlooked 
investigations of Gierse, in 1847, who found 
that the characteristic changes of hydatidi- 
form disease are found in many abortions 
and, indeed, constitute a most common cause 
of abortion in the early months. Gierse be- 
lieves that hydatidiform degeneration is an 
extremely common condition in spite of the 
rarity of the fullblown form of the disease, 
to which authors have usually confined their 
attention. Storch, in 1878, likewise empha- 
sized the frequency of hydatidiform disease 
in early pregnancy. Meyer urges that the 
cases of hydatidiform degeneration report- 
ed in the literature are merely end results of 
a process which, in its early stages, is a com- 
mon cause of early fetal death. He esti- 
mates the incidence of these earlier forms 
of the disease among the fetuses in the Mall 
collection, including some of the specimens 
classed as normal, as 10.9 per cent among 
the uterine specimens and 20.8 per cent 
among the tubal. He estimates, tentatively, 
that as many as from four to ten ver cent 
of all conceptions end in hydatidiform de- 
generation. These figures are rather start- 
ling, for they indicate an incidence fully 240 
times as great as that given by Williamson, 
and 33.3 times as great as that given by Es- 
sen-Meller (Novak). 

According to Findly, molar pregnancies 
occur once in 3,000 normal gestations. Schu- 
mann, summarizing his discussion, states 
“that for practical purposes the incidence 
of one (hydatidiform mole) in about 2,000 
pregnancies seems to portray the average 
frequency. Kaufmann, quoting Seitz, states 
that hydatidiform mole occurs once in 500 
cases of childbirth. 


In relation to abortuses, O. A. Gordon, Jr., 
makes the following observation from the 
Bellevue Hospital records: “Out of approxi- 
mately 4,500 abortions we have discovered 
twenty-one hydatidiform moles, or 0.4 per 
cent. I say we have discovered twenty-one 
cases, for I feel sure many early cases have 
been overlooked.” 

Hydatidiform mole is more frequent in 
multipara and during the middle of the child- 
bearing period. From Findly’s table we note 
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that between fifteen and twenty-five years 
there were 111 cases; between twenty-five 
and thirty-five years of age, 143; between 
thirty-five and forty-five years of age, eigh- 
ty-four; and between forty-five and fifty 
years of age, thirty-six cases. These figures 
probably do not bear a normal ratio to the 
total pregnancies for these years, certainly 
their frequency after twenty-five is the 
more remarkable when we consider the small 
number of births at this period. 


Ectopic gestation may undergo this form 
of degeneration but hydatidiform mole of 
the tube may be considered rare. Novak 
states “that in a number of tubal specimens 
which I have recently examined, however, 
there seems to be no question as to the char- 
acter of the villous changes.” In view of 
this statement the figures from the Mall col- 
lection of 20.8 per cent of mole in tubal 
pregnancy does not seem absurd, but rather 
suggests that the surgeon is not submitting 
his specimens of chorionic tissue to the care- 
ful pathological study they deserve. 


Renetition of molar nregnancy in the same 
individual is rather rare. 1.4 per cent, using 
Findly’s figures. Fssen-Mo!'ler renorted the 
case of a woman who exnvelled snontaneous- 
ly eighteen moles in the course of nine vears. 
I record in this report the detailed history 
of a case (Case 3) who had four moles in 
twelve pregnancies. 

Annearanrce and Size: We should remem- 
ber that the apnearance and size varies, 
with the neriod of develonment, from a few 
tiny vesicles in an aborted ovum to the fully 
developed cysts seen in later months. 

DeLee states that hvdatidiform mole (ma- 
ture) can not he mistaken. It resembles a 
bunch of catawba eranes of most irregular 
size, varving from that of a pin-head to that 
of a hen’s ege (rare). but usuallv the size 
of a pea or bean. Years avo Playfair stated 
that. on minute examination, they are found 
not to be each attached to indenendent pedi- 
cles, as is the case in a bunch of graves. but 
some of them grow from other vesicles, 
while others have distinct nedicles attached 
to the chorion. The pedicles themselves 
sometimes are distended with fluid. 

A study of my own fullv develoned case 
shows each cyst attached. (1) by a delicate, 
sometimes threadlike pedicle to each other. 
(2) to parent evsts evincing a process of 
budding not unlike that observed in yeast, 
and (3) to dense areas of decidua. 

A well developed mole weighs from 300 to 
600 grams. a weight of 8000 grams has been 
recorded (Menu). Lusk relates his experi- 


ence with one which filled an ordinary wood- 
en bucket. In this case there had been se- 
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vere hemorrhage, the patient dying two 
hours after delivery from anemia and shock. 


Etiology: The etiology is uncertain and 
much in dispute (Kaufmann). Frequent as- 
sociation with nephritis has been noted and 
Durante believes that maternal toxins are a 
cause. Syphilis, heart disease, general af- 
fections, and disease of the ovum and sperm- 
atazoon have all had their advocates, but 
they are practically ruled out today as hav- 
ing no demonstrable foundation. Accord- 
ing to Meyer, “of the many explanations 
which have been offered for the advent of 
hydatidiform degeneration, none seems to 
be better established than that of endome- 
tritis.” 

After reading a great number of theories 
and opinions, we quote Schumann: “It is 
sufficient to say that with our present 
knowledge of the subject, the etiology of 
mole formation is not known, but the evi- 
dence seems to point to... . changes tak- 
ing place in the embryonal envelope rather 
than in the embyro itself.” 


Hydatidiform Degeneration in Other 
Mammals: I had hoped to approach the etiol- 
ogy of hvdatidiform mole through the study 
of comparative anatomy and pathology. So 
far the results have been disavpointing. De- 
Lee states that Aichel had exposed the uteri 
of pregnant dogs, iniured the placental site 
by pressure and observed the formation of 
hydatidiform mole in seven to thirteen ex- 
periments. Professor Mever, commenting on 
this experimental “evidence,” states: “Al- 
though a condition closely simulating hyda- 
tidiform degeneration mav be produced ex- 
perimentally by pressure, I doubt that pres- 
sure is the cause. There are so many facts 
which would seem to be irreconcilable with 
such a hypothesis.” 

From the library of the Surgeon General 
I secured abstracts of two references kindly 
furnished bv Dr. Bucklev, Chief Pathologi- 
cal Division, Bureau of Animal Husbandry, 
Department of Agriculture, Washington. 
C. Wililams of Ithica, New York, has re- 
ported cases but his observations are ques- 
tioned by Joest (Berlin) thus: “The forma- 
tions described by Williams do not corre- 
spond actually to what is termed hydatid 
mole, according to accepted definition. The 
hypertrophy of the villi is absent. The form- 
ation is nothing else but an ovum, the em- 
bryo of which has perished, and the mem- 
branes of which have continued to grow. 
The hypertrophy and edematous or myxoma- 
tous degneeration of the villi are especially 
absent.” 

Frei (published by Joest) describes a case 
from a cow, with photograph showing nu- 
merous cluster-like and cystic formations 
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ranging in size from a pea to a child’s head. 
Grossly this might be chorionic degenera- 
tion but the histologic and pathologic data 
are hardly sufficient to classify it as of the 
same type of chorionic cystic degeneration 
observed in the human. Frei gives a bibli- 
ography which I will append in its proper 
place. 

Lacking full histologic and pathologic con- 
firmation I will quote Professor Meyer as 
representing the best present American 
views on this point: “At the time I was en- 
gaged in my investigations on these mat- 
ters, I wrote to the foremost veterinarians 
in colleges connected with universities, but 
did not succeed in learning of a single 
authentic case of hydatidiform degeneration 
in other mamma!s. One or two men wrote 
saying that they had heard of it, but refer- 
ence to the literature always left me with- 
out confirmatory evidence. We have never 
observed it in the many thousands of labora- 
tory animals—rabbits, guinea-pigs, rats, 
mice—which we have used during my pres- 
ence here at Stanford.” 

Patholoev To nromote clarity in consider- 
ing the pathology of mole, we will pause to 
review briefly the histology of the epi- 
thelium of the normal villi. There are two 
layers; the lower. Langhan’s, is made up of 
clear cuboidal cells, undoubtedly of fetal or- 
igin, trophoblastic. An outer protoplasmic 
layer or syncytium is rich in darkly stain- 
ing nuclei, containing fat granules and a 
striated border. There are two opniions as 
to its origin: one, that it is maternal, repre- 
senting changed uterine enithelium: sec- 
ond. it is of fetal orivin. The maiority of 
workers believe both lavers arise from the 
primary ectoderm. the tronhoblast of the 
germinal vesicle. (Kaufman). 

The three pathologic changes which char- 
acterize hydatidiform mole are trophoblas- 
tie proliferation, hydronic degeneration of 
the stoma and degeneration of the blood ves- 
sels (Novak). Furthermore, it should be 
remembered that different pictures are like- 
ly to be encountered in different varts of the 
mole and that trophoblastic proliferation 
may be striking in one area and absent else- 
where. These peculiarities are perhaps 
chiefly due to the environmental conditions 
surrounding the villi, denending unon wheth- 
er the villus has serarated from the uterine 
wall or whether it still receives abundant 
nutrition from the maternal tissues. (No- 
vak.) 

Each individual cyst is a swollen and 
edematous chorionic villus, its entire cover- 
ing being the ectoderm as more or less pro- 
liferated Langhan’s cells, exuberant and ir- 
regular buds of syncytium, and a delicate 
stem. (Schumann.) 
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The hydropic and partially mucoid chang- 
es beginning in the center of the stoma 
and leading to bubble-like blowing up of villi 
are not the most important part of the dis- 
ease; the changes begin rather in the epi- 
thelium of the villi where there is a vigor- 
ous more or less lawless overgrowth with 
mitoses, chiefly on the part of Langhan’s 
cell layers. (Marchand-Frankel.) ) 

The mole process may involve the entire 
chorion, since originally this contains villi 
over all of its surface, and then no placenta 
can be recognized, or the process may in- 
volve the placenta alone, or only isolated 
cotyledons. The last is quite common in 
abortion and is important in considering 
chorion epithelioma. If those changes take 
place in the first two months of pregnancy, 
the entire ovum is changed into a mole, and 
there can be found no amniotic sac, no fetus 
and no placenta (sterile mole). (Kaufmann.) 

Relation to chorio-epithelioma: When the 
fact became known (Sanger 1889) that the 
disease (hydatidiform mole) might be eith- 
er benign or malignant, every effort was 
made bv pathologists to discover some dis- 
tinguishing histologic mark by which the 
two forms might be differentiated. These 
efforts have been unsuccessful. Marchand, 
Aschoff, Zagorianski, Kissel, v. Franque, 


Albrecht, Hormann, and others agree that 
we have absolutely no histologic criterion 


for determining the malignancy of these 
tumors. Moreover, a further difficulty in 
diagnosis exists in the fact that the tumors 
exactly resemble the normal fetal tissue. 
Hitschmann and Cristofoletti came to the 
following conclusion: “As a matter of fact, 
we are convinced that a histologic difference 
is entirely improbable. We know of abso- 
lutely no morphologic and biologic differ- 
ence between the physiologic fetal tissue 
and the pathologic. The more carefully we 
study tbe earliest phases of placenta forma- 
tion and compare them with chorio-epitheli- 
oma, the more we feel justified in the state- 
ment that between trophoblast (fetal tis- 
sue) and chorio-epithelioma there is no dif- 
ference. (Graves.) 

Diagnosis and Symptomatology: Hyda- 
tidiform mole occurs most frequently in mul- 
tipara and in the middle of the childbearing 
period. The diagnosis is often not made un- 
til grape-like cysts have been extruded and 
preserved for the physician’s inspection. 
Failure to literally “drag out” this fact from 
the patient or nurse in your history taking 
may result in your failure to make a correct 
pre-operative diagnosis, as in my first case 
where two “placental” masses were exhibit- 
ed but two cysts as large as grapes were 
neither exhibited nor mentioned until after 
operation. 
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Given a history of suppressed. menstrua- 
tion, followed in two or three months by re- 
peated, intermittent or prolonged mild or 
severe hemorrhage, without known cause, 
often unaccompanied by uterine pains, and 
then a careful bimanual examination reveal- 
ing an enlarged, soft or elastic (not doughy) 
uterus, somewhat larger than the period of 
gestation would suggest, should at least 
arouse suspicion as to the presence of hyda- 
tidiform mole. If the cervix is patulous and 
the cysts of the mole palpated, the diagnosis 
becomes positive. Extruded eysts are patho- 
gnomonic. In later months the dispropor- 
tionately enlarged uterus, without detection 
of fetal heart sounds or motion, might raise 
the question of mole. On the other hand, 
we would not overlook the fact that a well 
developed mole and a living fetus have been 
reported to co-exist in the uterus, but it is 
extremely rare and is explained either by a 
twin pregnancy or only a small portion of 
the placenta involved in mole formation. An- 
other point to be developed in the history 
at least, is that many of these women are 
“sick,” run down, toxic or anemic out of all 
proportion to the hyperemesis or bleeding 
experienced. 

In the bimanual examination we are sta- 
tistically informed that fifty per cent of the 
mole cases show the enlarged bilateral lutein 
cysts of the ovaries. DeLee states that in 
two of his cases the uterus became smaller, 
not larger, before the mole was expelled. 
This fact was noted in two of my cases. In 
the abortion itself the uterine contractions 
are usually sluggish but the hemorrhage is 
often alarming and furious, and death may 
ensue from acute anemia. 

In differential diagnoses we have to con- 
sider the ordinary abortion, hydramnios, 
placenta previa and grape-like sarcoma of 
the cervix. 

Prognosis: Fetus: The fetus is usually de- 
stroyed early during the mole growth and is 
seldom found when the mole is discharged. 

Maternal: This is of importance, first, as 
to the immediate effect from hemorrhage, 
sepsis (peritonitis) and rupture of the uter- 
us, these factors being further modified by 
the age of the mole (immature and full- 
blown); second, somewhat more remotely, 
we are concerned with the invasive, malig- 
nant type, chorion epithelioma. 

Here again statistics are at variance. A 
primary mortality of ten and fifteen per 
cent is provably fairly accurate if cases of 
Class 2 are excluded. In Class 2 (chorion 
epithelioma) the mortality immediately be- 
comes enormous (fifty per cent—Schu- 
mann). We note, “That in a carefully ob- 
served series from five to sixteen per cent 
of hydatidiform moles are followed within 
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five years by true chorion epithelioma” 
(Schueitzer, Sunde, Essen-Moller). The 
danger of chorion epithelioma following the 
development of hydatidiform mdle is in- 
creased as the age of the patient advances; 
in those over forty-five years of age the 
danger is five times as great as in a younger 
patient (Frank and Geist). 


Treatment: We might briefly summarize 
the treatment of thirty-five years ago as 
“non-interference so long as the uterus re- 
mained passive. When contractions set in 
the vagina was tamponed and ergot given in 
full and repeated doses until the mole was 
expelled, or rapid dilatation of the cervix 
and manual removal of the mole, after 
which the uterus was washed out with anti- 
septic fluids or swabbed out with perchlo- 
ride of iron.” 

Today we find treatment sponsored by 
two schools which we shall call conservative 
and radical. The practice in each, however, 
is often modified by the stage of develop- 
ment of the mole and the ravages of hemor- 
rhage and sepsis encountered. Furthermore, 
from what has been stated concerning path- 
ology and prognosis, these two schools base 
their differences in treatment very largely 
upon their evaluations of these two factors. 

The conservative school would ordinar- 
ily empty the uterus from below. Here ade- 
quate dilatation of the cervix is imperative. 
Furious hemorrhage may be encountered at 
the first attempt at dilatation and gauze 
pack may have to be resorted to, resulting 
at times in a two stage operation. Rigid 
asepsis is imperative and the work should 
be done in light anesthesia, but many of 
these cases are “emergencies” outside of 
hospitals. If hemorrhage is not too furious, 
or the patient’s depletion too great, cervical 
dilatation to admit one or two fingers is 
highly desirable, not only because it permits 
a more accurate and rapid removal of the 
mole but because digital exploration of the 
uterine cavity during and after removal of 
the mole is necessary to the safety of the 
patient and your prognosis. In emptying 
the uterus from below we can not over- 
emphasize the meticulous care required in 
digital and instrumental removal of the 
mole. The tactus eruditus seldom serves a 
greater need. Perforations are common and 
hemorrhage often alarming. One or both of 
these factors may force the conservative op- 
erator to pursue the radical course, open the 
abdomen and perform a hysterectomy even 
before a much needed transfusion can be 
done. 

The conservative treatment is summarized 
by O. A. Gordon, Jr., as follows: “Hydatidi- 
form mole should be treated from the stand- 
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point of hemorrhage and sepsis, bearing in 
mind only the remote possibility of the de- 
velopment of chorio-epithelioma.” 

Having explored the uterus carefully with 
the finger (if possible) and removed all 
mole tissue by digital curettage supplement- 
ed by the use of one of the least traumatiz- 
ing types of placental forceps, we swab the 
uterus gently but thoroughly with a gauze 
wipe carrying half strength tincture of io- 
dine, followed by a dry gauze wipe and then 
followed by an iodine gauze pack for twen- 
ty-four hours. To overcome the uterine in- 
ertia, so often noted in these cases, the 
hypodermic administration of aseptic ergot 
or small doses of pituitrin is advised. 

Schumann advises against the use of the 
curette and placental forceps whenever pos- 
sible because of the danger of perforation by 
this means, and because of the danger of dis- 
tant metastases, as to the lung, being pro- 
duced by instrumental removal. 

The diganosis made, the radical school 
would proceed at once to open the abdomen 
and do either a supravaginal hysterectomy 
or cesarian section. If the patient has been 
adequately compensated for blood lost, by 
transfusion with salines, with the operation 
skilfully and rapidly performed under ideal 
operating conditions, either of these radical 
procedures has at least two factors to its 
credit: (1) The hemorrhage is almost im- 
mediately controlled in the steps of the hys- 
terectomy or by manual compression of ves- 
sels in the cesarian section; (2) there can 
be no incomplete removal of the mole or pos- 
sibility of chorion epithelioma later. 

If the uterus is opened and the mole re- 
moved, it is done in the “open” with the cav- 
ity of the uterus under optical and digital 
inspection. Should the syncytium be observ- 
ed to have penetrated deeply the uterine 
wall, hysterectomy can complete the opera- 
tion. If after removal of the mole, inspec- 
tion reveals no serious damage to the uter- 
ine mucosa, the uterine musculature may be 
closed as in cesarian section, having first 
passed a strip of iodoform gauze down 
through the cervix into the vagina. 

That the lutein ovarian cysts so frequent- 
ly associated with hydatidiform mole can 
be promptly dealt with in the abdominal op- 
erations is hardly a valid argument for the 
major procedure because as previously not- 
ed, many cysts involute after the mole is ex- 
pelled and cause no further trouble. Exten 
sive radical surgery in these poor risk cases 
as a routine would certainly add to the im- 
mediate mortality. The desirability of leav- 
ing the uterus should always receive consid- 
eration in selecting the operation. Many 
mole bearing uteri have subsequently 
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brought forth living healthy children, as 
illustrated by two of my cases. 

Finally, as noted elsewhere in this dis- 
cussion, many of these cases occur in the 
hands of practitioners outside of hospitals. 
Here the resourcefulness of the physician is 
taxed to the utmost. He must stop a furious 
hemorrhage ravidly attaining alarming pro- 
portions and, at the same time, prevent sep- 
sis by the use of such emergency material, 
instruments and appurtenances as are avail- 
able, attended often by untrained assistants 
and without anesthetic. These are the sit- 
uations that frequently add to the mortal- 
ity statistics. 

The severity of the hemorrhage is not al- 
ways in proportion to the size and age of 
the mole. Early moles showing only minute 
degeneration in very young villi may open 
up large intervillous spaces or uterine sinus- 
es, causing prolonged bleeding, followed by 
severe hemorrhage until the cause is remov- 
ed. 

Postoperative observation should be had 
in all cases of hydatidiform mole for sev- 
eral months and a follow-up record for a 
period of at least five years. Without caus- 
ing undue apprehension, I believe the patient 
should be instructed concerning the general 
factors for health after hydatidiform mole 
and her intelligent cooperation sought. More 
particularly is this true as she passes into 
the hands of other physicians. 

Examination of Tissues from Abortions: 
I have found the following simple method 
of service in the gross study of the aborted 
products of conception. 

In cases of irregular bleeding (‘“threat- 
ened abortions”) in the early months of 
pregnancy, or even where patients are pass- 
ing “fleshy” tissue with the blood clots, I 
provide them with a small wide-mouthed 
srecimen bottle containing several ounces of 
two per cent formaldehyde solution. They 
are instructed to separate the clots from the 
“fleshy” particles and send the latter in at 
the first ovportunity. Should the specimen 
bottle not be large enough they are directed 
‘o use a fruit jar or other similar receptacle, 
to wash the blood clots out gently and put 
the “fleshy” rortions in the jar, covering 
with enough water to prevent dehydration, 
which is ranid in this climate. 

On receiving the specimen I “rinse” it ev- 
ery two or three hours in two per cent for- 
maldehyde solution for the purpose of re- 
moving blood and slightly hardening the del- 
icate structures. 

The specimen, or protion of it, is now 
transferred to a small wide-mouthed flat 
(not round) bottle or specimen jar contain- 
ing two per cent formaldehyde solution and 
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the container stoppered. With Leupe glass- 
es or hand magnifying glass, interpose the 
specimen between the eye and a strong light, 
gently revolve or agitate the specimen in the 
clear solution. A very young hydatidiform 
mole will be easily detected, its syncytial 
buds floating like kelp (sea weed), which it 
greatly resembles at this stage. Its recogni- 
tion when a vilus becomes hydatiform, that 
is, when liquifaction of the stoma occurs. 
“This liquifaction appears in more or less re- 
stricted portions of the villus, thus giving 
rise to the long fusiform and later spherical 
vesicles so characteristic of the hydatiform 
mole”’ (Meyer). The typical gross, hydatid 
or watery, translucent nature of the villi can 
not be relied upon in early stages, for nor- 
ma'ly shaped villi, which have undergone 
considerable lysis may be almost transpar- 
ent and a'so somewhat more than normally 
bulbous. However, save in the case of some 
specimens of tubal pregnancy, the swelling 
of the villi, due to maceratioin or to luetic 
changes, is quite different in character from 
that characteristic of hydatiform degenera- 
tion, and usually quite easily distinguishable 
from it.” 

A further refinement of the gross study 
may be made by grasping with fine tissue 
forceps, under direct vision the particular 
cluster of villi desired and lifting it out of 
the solution (it will usually sever by its own 
weight, if not, cut with fine scissors) ; place 
in a hanging drop slide, filling the cup with 
five per cent formaldehyde solution; spread 
the villi by teasing with a fine needle; make 
a moat of Canada balsam and apply a cover 
glass. Examine under very low power of the 
microscope,‘ four to twenty diameters. A 
microphotograph can readily be made at 
this time if desired. Confirmation of the 
macroscopic findings may be had by histo- 
logic study of sections. This is always desir- 
able where macerative changes may confuse 
the diagnosis. , 

I opine that such assiduous study to all 
aborted tissues would eventually substanti- 
ate the dictum of A. W. Meyer, et al., to wit: 
“How many cases of hydatiform degenera- 
tion we can find in abortuses in tubal or 
hysterectomy specimens even, will depend 
very much upon the care with which the ex- 
amination is made, for the condition un- 
doubtedly is extremely common and not rare 
as heretofore supposed.” 

Preservation of the mole may be made in 
Keiserling’s solution No. 3—modified, or in 
ten per cent formaldehyde solution. 

NOTE My: identification of immature forms mn 
cases 2 and 3 was kindly verified by Professor A. 
W. Meyer of Stanford University. 

CASE 1. 
Mrs. L. C., age 27, spanish, married 9 years. 
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Admission diagnosis: Retained secundines. Ad- 


mitted for removal of retained secundines. 

Patient went to see her doctor about middle of 
October, 1929. Her last menstrual period was June 
16, 1929. She had begun to “flow” but had no 
cramps. Her doctor told her she was between 3 
and 4 months pregnant. She had a “cold,” cough, 
vomiting and chills. He prescribed “tonic.” Flow 
continued until Dec. 25, 1929. On Nov. 15, she 
called to see her physician about it but he was out 
of town. She saw no other. The flow from middle 
of October to December 25 was sufficient to require 
a napkin. Dec. 24, she passed a piece of “fleshy” 
substance from the vagnia with some large blood 
clots. Dec. 25, passed a large piece of fleshy sub- 
stance about three inches by one, blanched and foul 
cmelling. I examined it and macroscopically it re- 
sembled placenta retained in the uterus for a very 
long time (macerated). She passed two small cysts 
on the morning of Dec. 25, but did not tell me until 
after her operation. 


Family history: Father dead, cause unknown. 
Mother died of septicemia. No brothers or sisters. 
Husband in good health. Three children, ages 7 and 
5 years and 1 year, 10 months, all living and well. 

Past health: Measles in infancy, severe attack of 
of influenza in 1918, made good recovery; no other 
illness. Menses began at 18, every 30 days, regular, 
painless, 3 to 4 days duration. Last period, June 18, 
1929. Three normal pregnancies and deliveries; 
able to nurse her three babies. Does not know of 
any disease of uterus, tubes or ovaries. 

Present condition: Fair, anemic from slow steady 
flow lasting from middle of October; some uterine 
contractions. 

No active lesion of nose, throat or mouth; teeth 
in fair condition. Lung sounds clear throughout, no 
areas of dullness. 

Heart: no valvular lesions; 
borders, rythm normal. Abdomen: No enlargement 
of liver or spleen; some tympanites. Skin shows 
some blanching, suggesting anemia. 

Special examination: The uterus was large, bog- 
gy end extended a little over half to umbilicus. 
The cervix was dilated to about size of one inch and 
the examining finger could just reach the edge of a 
retained placenta-like mass. 
hospital. 

Pre-operative findings: As patient was being pre- 
pared for the operating room and after her pre- 
liminary hypo of morphine, she was seized with a 
hard uterine contraction and expelled a large hyda- 
tidiform mole, followed by profuse hemorrhage. 
Estimated weight of mole about two pounds. 

Ether anesthesia. Cervix patulous uterine cav- 
ity had a peculiar feel to right side just above in- 
ternal os, “gummy,” not like ordinary placenta; 
this forced the finger to left side of fnndus, giving 
sensation of a bicornate uterus, but when mass was 
broken up the uterine cavity had normal contours. 
All parts of mole that could be detached were loos- 
ened with finger and carefully removed with pla- 
cental forceps; uterus swabbed with dry gauze; 
half strength tr. iodine and iodoform gauze pack, 
light. Aseptic ergot (hypo); gauze removed in 24 
hours, no bleeding; uneventful recovery. 

Patient advised to report for examination twice 
monthly; also possibility of hysterectomy explained. 

Catheter specimen of urine. Dec. 25, 1929; Reac- 
tion neutral; sp. grav., 1.005; alb., 0; sug. 0; epi- 
thelial cells, a few; pus cells, occasional. 

Blood count Dec. 26, 1929: Red cells, 4,190,000; 
white, 14,500; hem. 75 per cent; polys, 74; col. 
index .9. On Dec. 28, 1929: Red cells 3,580,000; 
hem., 75 per cent; col. index, 1.07. 

On January 25, 1930, uterus was involuting nor- 


no enlargement of 


Patient removed to 
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mally and there was no evidence of chorion epi- 


thelioma. 
CASE 2 


Mrs. “A. G. X.,” white female, age 34. Early 
history not relevant. 

Menstruated first at eleven and a half years; ir- 
regular all her life but conform most closely to 
24 day type. Married at 29. 

First Pregnancy, Dec., 1926. Abortion. Last 
menstruation Dec. 26; began to flow profusely Feb. 
2nd and continued until 6th, then dark brown dis- 
charge; severe cramps night of Feb. 24; opiate for 
relief; cramps returned with profuse hemorrhage. 
Feb. 25 dilated and curetted uterine depth 4 inches, 
cervix patulous, decidua] tissue removed which 
seemed to be disintergrated and broken into small 
pieces; some “membrane” had been expelled before 
operation. This was “spontaneous” abortion, a child 
was greatly desired. 

“membrane” had been expelled before operation. 
This was “spontaneous” ’abortion, a child was 
greatly desired. 

April 26, 1927, I operated her for chronic ap- 
pendicitis and aberrant piece of mammary gland in 
left axilla (cystic degeneration). At that time left 
ovary contained a cyst about size of a thimble 
which was evacuated. Right tube normal, right 
ovary sclerotic. Small subserous fibroid, ‘size of 
marble, in fundus of uterus removed. 

Siecond Pregnancy, June, 1927. Abortion. Became 
pregnant in June, 1927; normal up to August; after 
a slight cathartic (cascara) “perfect decidua’’ pass- 
ed with very little uterine cramping. (Had been 
given bromides and opiate to control pain). 

In fall of 1927 she had what I diagnosed as 
membranous dysmenorrhea, passed membrane-like 
masses with three periods; advised curettage; re- 
fused. Used tr. iodine and ten per cent silver 
nitrate endometrium. 

Third Pregnancy, March, 1928. Normal child. 
Pregnancy, March, 1928; baby born Jan. 7, 1929, 
ten days over calculated time; ROA. Threatened 
eclampsia, 25 per cent alb.; headache, electric 
lights before eyes; granular casts and pus in cath- 
eterized specimen of urine. All of this having de- 
veloped in last few days of pregnancy. B. P., 138-78. 
Forceps delivery, laceration of cervix and perineum. 

Fourth Pregnancy. Mole. Last menstruation Dec. 
13, 1929. Noticed some blood stain Feb. 14, 1930; 
Feb. 19th, passed “mole,” no pain, only dull ache 
(uterine sedatives had been given to prevent abor- 
tion). Sae about size of English walnut, no fetus 
could be located within it; mole degeneration of 
chorion detected by method of study outlined in 
this report. Passed fleshy particles for about one 
week. Feb. 24th, dilated and curetted. Small piece 
of mole degenerated decidua removed. Seventeen 
days later passed other fleshy masses. 

NOTE: Sept. 27, 1930. For five months following 
the February curettement she passed membranous 
masses like those noted in 1927. She has a severe 
endometritis with laceration of the cervix and 
perineum, for which operative correction has been 
advised. Because she is desirous of another living 
child, operation has been deferred. She is now three 
and a half months pregnant. 

CASE 3 

Mrs. L. A. W., white female, age 
Indiana. Family history irrelevant. 

Only diseases of childhood are mumps_ and 
measles; always had good health; only sickness as- 
sociated with pregnancy and appendicitis, July, 
1921. First menstruated at age of 15 years, regular, 
28 day type. Married in 1918 at age of 22. 

First Pregnancy, delivered Nov., 1919. normal. 
Child weighing ten and a half pounds—no trouble 
at confinement. 


34, born in 
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Second Pregnancy, Nov. 16, 1919. “Mole.” Went 
to see Dr. Charles_C. Wallin, Lewiston, Motana, in 
April, still nursing first baby. Had dizzy spells, 
felt badly whole time, nauseated, tired, dragged out, 
Two months lIzter flowed for 3 weeks; stopped, no 
flow from April to Nov. Sudden severe hemorrhage. 
Dr. Wallin states, “Mrs. L. A. W. entered the hos- 
pital Nov. 15, 1920, with uterus enlarged due to 
five months pregnancy She had moderate continual 
vaginel bleeding and pain; no fetal heart sounds, 
no fetal motions and no balllottement. The uterus 
was heavy and boggy, about one finger dilatation 
of the cervix. The vagina was packed for 24 hours, 
et the end of which time, sufficient softening and 
dilatation had occurred to permit manual dilatation 
and removal of mole. Convalescence entirely af- 
fable.” 

Third Pregnancy. Abortion, Aug. 21, 1921. Re- 
port of Dr. C. C. Wallin: “July 22, 1921, she was 
re-admitted to the hospital with severe attacks of 
pain in the appendix region: white count, 17,450. 
This was the third and most severe attack she had 
had. She was at this time three months pregnant. 
I removed her appendix and she left the hospital 
August first. On Aug. 17, 1921, she returned to the 
hospital with slight bleeding and some lower ab- 
dominal pain, temperature 100. On the 21st her 
temperature went up to 103, pulse 120 and she had 
a chill. I cleaned her out the next morning and her 
temperature came down to normal. She left the hos- 
pital in good condition on the 25th of August. There 
were no paleble pelvic abnormalities at the time 
of the appendectomy.” 

Later, patient had pelvic reair work done in 
South Bend, Indiana. 

Fourth Preqnancy. Mole; May 30, 1922. Report 
of Dr. Fred F. Attix, Lewiston, Montana: “We de- 
livered a big hydatidiform mole from Mrs. L. A. 
W. May 30, 1922. As this was not a hospital case. 
our records are not complete.” 

Patient thought that she was about four months 
pregnant and that she had severe hemorrhage sev- 
eral davs before mole was expelled. She further 
stated thet Dr. Attix advised hysterectomy. 

Fifth Pregnancy. Normal; May 26, 1924. Normal 
pregnancy, small child weighing four and a half 
pounds. Nothing abnormal. 

Sixth Pregnnacy. Normal; March 26, 1925. Nor- 
mal child born March 26. 1925, weight seven pounds. 
Nothing abnormal recorded about pregnancv. 

Seventh Preanancu. Normal: June 6, 1926. Nor- 
mal child delivered June 6. 1926, weighing six and 
three-fourth pounds. Nothing abnormal recorded. 

Eighth Pregnancy. Mole: April, 1927. Patient 
states she wes about three months pregnant when 
she expelled the mole. She flowed for six weeks 
before she expelled mole,—“packed in ice’’ several 
days to check hemorrhage. Recovery prompt; mole 
exelled in one piece. 

Ninth Pregnancy. Abortion; Sept., 1927. Three 
months pregnant; had uterine contractions, cause 
undetermined. ‘Sac ruptured. exnelling fetus; pla- 
centa retained, curettement in Sen Francisco, Cal. 
This was not a mole. 

Tenth Pregnancy. Miscarriage; June, 1928. She 
was six months pregnant, when spontaneous rup- 
ture of membranes occurred and labor followed in 
three davs. Macerated fetus. Infection followed. 
had fever for about one week. 

Eleventh Pregnancy. Normal; June 14, 1929. Full 
term pregnancy, delivered of a healthy infant 
weighing five pounds. For the first three months 
of this pregnancy she flowed off and on every few 
days, just enough to soil a pad: there was one 
heavy flowing spell. Throughout, there was an un- 
fortunate phobia due to her previous experiences 
with moles. Uterine inertia at the time of delivery 


resulted in protracted labor. 
centa not known. 


Twelfth Pnegnancy. Mole; March 16, 1930. While 
she was still nursing her baby born June 14, 1929, 
she menstruated in November, 1929. December 14, 
1929, she had a “normal” menstruation but she 
was nausezted. January 18, 1930, she had an alarm- 
hemorrhage. Cervix and vagina packed with gauze 
and patient rushed from her ranch home, four miles 
out in the country, to hospital. Glucose and salt 
solution given to build up blood volume. In ether 
anesthesia, retzined secundines, small immature 
mole removed; uterus swabbed out with gauze wipe, 
then swabbed out with gauze contining half strength 
tr. iodine; then packed with iodoform gauze for 24 
hours. Two weeks previous to this she expelled 
small masses of tissue and immediate operation was 
edvised but refused on the ground that she did the 
same thing in her eleventh pregnancy and was 
delivered of a normal child at term. Uneventful 
convalescence. All blood clots and tissue masses 
were examined carefully and “fleshy” perts washed 
—no fetus was found. Mole degeneration (imma- 
ture) of chorion detected by method of study out- 
lined in this report and verified by histologic sec- 
tions. 


Conditions of pla- 


CONCLUSIONS 

1. The severitv of the hemorrhage is no 
criterion of the size or age of the mole. 

2. The tvpica’ larve hydatidiform mole 
is an end product which has taken months 
to develop. (Meyer.) 

3. The small. immature mole is none the 
less a mole, with all the syncytial potentiali- 
ties of the mature mole. It may often be 
identified by the simple method of gross 


study herein described. 
4. Careful inspection of all spontaneous- 
ly ahorted tissue will 


(a) Increase the incidence of hydatidi- 
form mole to “extremely common” (Meyer) ; 

(b) Lower the mortality figures usually 
given: 

(c) Substantiate the observations of 
Cierse (1847) that moles constitute a most 
cormon cause of abortion in the early 
months. 
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DISCUSSION 


DR. FLOYD B. SHARP, Phoenix: After hearing 
Dr. Yount’s paper, I am much impressed with the 
amount of work he has done on a subject which is 
extremely complicated in its many aspects. The 
study of hydatidiform mole as a clinical entity, its 
incidence, cause, diagnosis, and the best treatment 
is very difficult when searching the current litera- 
ture. The gleaning of conclusive statistics is almost 
impossible because of the extreme variation in the 
experience of observers. One is struck, however, by 
the recent renewed interest in the disease. Attempts 
are now being made to outline methods for accurate 
study, and I believe that Dr. Yount’s plea for more 
careful study of tissue from abortions is an impor- 
tant contribution to our line of thought. 


VEL 


As to incidence of hydatidiform mole, it is al- 
most certainly true that our lack of exact knowl- 
edge on this item is due to our universal failure to 
study thoroughly so common a thing as an abor- 
tion, and to our failure to repvort cases of mole with- 
out complication or unusual gravity. It is prob- 
able that the growth of interest in obstetrics and 
the stimulation of the cancer research movement 
will call the attention of practitioners to the im- 
portance of closer study of clinical materia] and 
the reporting of cases of this kind. It is certain 
that the incidence of mole is greater than formerly 
believed and the importance of the condition is em- 
phasized by the demonstration that nearlv fifty 
per cent of chorioenitheliomata are vreceded bv 
mole. Authorities believe that this could be raised 
to one hundred per cent if prover observation into 
the past medical histories could be made. 


Etiology of the condition is likewise not fully 
known. In addition to conditions set forth in text 
hooks it has been interesting to note that in two of 
the three cases of advanced mole, which I have 
seen and treated during the last four vears, various 
drugs to induce abortion had been taken early in 
preenancy. The third case had had a general an- 
esthetic a few days after her first missed period. 

Early diagnosis of the condition is not easy ex- 
cept in rare cases of passage of portions of the tu- 
mor. As in all potentially malignant conditions 
this is the ideal time to discover and treat them. 
Special attention should be paid to irregular bleed- 
ing, rapid increase in size of the uterus. and mark- 
ed interference with the general health. Realiza- 
tion of the nature of the condition in advanced cas- 
es is usually easier, but the treatment more diffi- 
cult. 
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Proper treatment, whether by radical or more 
conservative methods is still in dispute. The good 
surgeon and obstetrician will adapt the method 
best suited to the individual case. Again, it is here 
that more definite knowledge as to sequelae, com- 
plications, and results of different methods could 
be of help. 


I am heartily in accord with the thought of Dr. 
Yount, that there is much to be gained by closer 
and more systematic study of material which prob- 
ably passes under our eyes more frequently than 
we now think. 


DR. R. H. THIGPEN, Jerome: I had a case ot 
hydatidiform mole I should like to report. A Mex- 
ican woman who had a large family by a former 
marriage was supposedly pregnant for twelve 
months with irregular bleeding throughout that 
time. She was much larger than she had been for 
her normal pregnancies. An enormous uterine tu- 
mor was found and I did a good deal of curettage 
which I know now was not good mznagement. The 
woman had a normal pregnancy and delivery not 
long afterward. The surprising point in this case 
was the duration of the pregnancy and the patient’s 
increase in size over her normal pregnancies. 


DR. H. A. REESE, Yuma: A well developed Mex- 
ican woman, the mother of several children, came 
to me for care during a pregnancy. I suspected 
hydatidiform mole and treated her expectantly. 
Later she seemed to terminate her pregnancy satis- 
factorily as a miscarriage. I observed her carefully 
over a period of one or two years but no malig- 
nancy was evident. I should like to emphasize the 
danger of malignancy in these cases, and the im- 
portance of observation over an extended period 
of time. Diagnosis can be made early in cases in 
which two or three of these moles are passed. The 
physician is then on the lookout for hydatidiform 
mole, for which this symptom gives the clue. The 
condition is very rare. My own experience has 
shown just one case in the one thousand cases | 
have attended. I should like to see by a show of 
hands how many of the doctors present have seen 
one or more cases of this sort. (Hands of about half 
of the group were raised). I see that the condition is 
not so rare as I had supposed. 


DR. JOHN E. BACON, Miami: Ten years ago a 
healthy young woman was brought to the mining 
camp as a bride. Six or eight months later a spon- 
taneous abortion terminated a case of hydatidiform 
mole. I did not know to do as Dr. Yount has sug- 
gested. Ten months later tuberculosis was diagnos- 
ed at camp and she was sent to Dr. Pottenger’s 
Sanatorium a diagnosis of malignancy ot 
the chest was made. 

Another given proper diagnosis 
because of her symptoms. She had a terrifying 
hemorrhage and a cesarean section was performed. 
She has had two or three healthy little Mormons 
since. 
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Fig. 1. Normal villi two months gestation ( mag- 
nified nine diam.). 


Fig. 2. (Case 1). Hydatidiform mole, full blown 
form. Shows about one square inch of mole matrix 
suspended in solution, revresenting approximately 
one-thirtieth of the whole mole. About five months 
gestation. 


Fig. 3. (Case 2). Immature form of hydatidi- 
form mole. Anatomical age about five weeks, show- 
ing hydatidiform degeneration and some slight 
changes due to maceration; also a few normal 
villi. (Magnified nine diam.). 


Fig. 4. (Case 3). Immature form of hydatidi- 
form mole. Menstrual age of mole two or possibly 
three months; twelfth pregnancy and fourth mole. 
The bladder-like degenerations are easly recognized 
with hand lens. (Magnified nine diam.). 
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THE SIGNIFICANCE OF HEMOPTYSIS 
STUART PRITCHARD, M. D. 


an 
J. K. M. GORDON, M. D. 
Battle Creek, Mich. 


(Read before the New Mexico Medical Society, at 
its Forty-eighth Annual Meeting, Raton, N. M., 
June 4, 5, 6, 1930.) 

The spitting or coughing of blood in great- 
er or lesser quantities is a frequently ob- 
served phenomenon, but there are few symp- 
toms which may have a more varied origin. 
Various text books tell us that there are 
from twenty to forty different pathologic 
entities which may manifest themselves in 
this way as one of their symptoms. It is, 
therefore, a matter of importance that we 
should not come to any hasty conclusion in 
the presence of hemoptysis, whether scanty 
or profuse, temporary or constant, but, bear- 
ing in mind the many conditions with which 
it may be associated, endeavor by a process 
of elimination to differentiate the actual 
underlying cause. 

The proper evaluation of b!ood spitting is 
not always an easy matter. Many physi- 


cians treat it lichtly and tell the patient it 
is a little bleeding from the throat which 
will clear uv. Blood-spitting, unless its pres- 
ence can clearly and without any doubt be 
accounted for by some local specific condi- 


tion, is never a light matter and it is a 
serious wrong to a patient to treat it with 
indifference and not endeavor to trace the 
condition from which it originates. Even 
one solitary hemoptysis in the history of a 
patient may have a very serious significance. 
It may betray the presence of an unsuspect- 
ed neoplasm in the early stages. The point 
to be stressed is that bloody exnectoration 
is never under any circumstances a matter 
that should be allowed to go unnoticed with- 
out a satisfactory reason for its occurrence 
being sought and established. 

In this paper we shall attempt to point out 
the most prominent disease conditions which 
may have blood-spitting as a symptom. 

HEMOPTYSIS AS A SYMPTOM 

Probably nine-tenths of hemoptyses are 
associated with lung disease and especially 
with pulmonary tuberculosis. While blood- 
spitting is commonly associated with pul- 
monary tuberculosis it is injudicious to as- 
sociate them as cause and effect without 
verification. Crofton’ states that the records 
of the Veterans’ Bureau show that while 
eighty per cent of patients examined for tu- 
berculosis show blood-spitting only twenty- 
five per cent of them have tuberculosis. In 
actual practice it will be found that from 
thirty to eighty per cent of all cases of 
hemoptysis are cases of pulmonary tuber- 
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culosis. In the latter disease blood-spitting 
occurs sooner or later in from sixty to eigh- 
ty per cent of such cases. It makes little 
difference whether the bleeding results 
from actual invasion of the lung tissues 
or from the rupture of a tuberculous bron- 
chial gland into a bronchus. 

Broncho-pulmonary hemorrhage, without 
definite symptoms or signs of cardiac dis- 
ease or ulcerous pulmonary disease, is due, 
in the very great majority of cases, to tuber- 
culosis; and, even if this cannot be demon- 
strated at the time, it may, however, be 
demonstrated later or be verified at autopsy, 
as has happened in many reported cases. In 
early tuberculosis the sputum may be 
streaked with slight, bright red blood while 
in advanced cases the blood is dark red and 
copious from erosion of small arteries by 
tubercles. 

While the presumption is strong that any 
patient with hemoptysis (if there is other 
supportive evidence) is tuberculous yet we 
would like to refer to the other conditions 
that should be excluded. 

Bartlett’? points out that hemorrhage from 
the lungs may be divided into four classes: 

Hemorrhage due to some constitutional or 
blood disease ; 

Hemorrhage due to disease of the heart or 
blood vessels ; 

Hemorrhage due to disease of the lungs; 

Hemorrhage due to miscellaneous causes. 


Any valvular disease that has progressed 
far enough to produce engorgement and 
congestion of the lungs may give rise to 
blood spitting. In acute congestion the blood 
is bright red and frothy. It need not, how 
ever, as Sir St. Clair Thompson’ remarks, 
be necessarily frothy nor need it be coughed 
up. The blood may just well up. This writ- 
er points out that hemorrhage from the 
lungs may be profuse and yet neither aus- 
cultation, percussion nor x-rays may be able 
to detect any physical sign of its origin. 
Hemoptysis may appear in emphysema, in- 
fluenza, pneumonia, acute and chronic bron- 
chitis, bronchiectasis, infection of the lungs, 
syphilis of the lungs, localized pneumotho- 
rax. Lung abscess, lung gangrene, or neo- 
plasms in the early stage, when their pres- 
ence may not be revealable by x-ray, may be 
accompanied by hemoptysis. A brisk hemor- 
rhage may be the initial symptom of lobar 
pneumonia. Asthmatic paroxysms may be 
accompanied by blood streaked sputum. In 
the case of neoplasm there may only be one 
or two isolated hemorrhages, and such a his- 
tory is important. 

Among the constitutional conditions which 
may give rise to hemoptysis, we may class 
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those persons known as “bleeders.” Libman 
and Ottenberg* report the occurrence of 
hereditary profuse hemoptysis in seven 
members of a family in which tuberculosis 
was excluded. The cause of the hemoptysis 
was unknown. Cases of vicarious menstrua- 
tion occurring as hemoptysis, such as that 
reported by Chapman’, may also come under 
this connection. These hemoptyses occur 
only at the menstrual periods. In the writ- 
er’s opinion any blood spitting occurring at 
this time is likely to come from a pulmonary 
tuberculous lesion, not necessarily demon- 
strable. 

HEMOPTYSIS AND HEART DISEASE 

A special word should be said in regard to 
hemoptysis associated with heart and vascu- 
lar diseases. Repeated moderately large 
hemorrhages may at times be observed in 
young subjects, apparently coming from the 
lungs and giving rise to the suspicion of tu- 
berculosis. Examination may, however, 
show the bronchial markings unusually in- 
creased and the size, and sounds of the heart 
altered. In these cases the causative lesion 
may be found to be an endocarditis, the se- 
quel of some infectious disease, or a mitral 
stenosis. Rist and Rolland’, in five cases of 


streptococcal endocarditis exhibiting hemo- 
ptysis, found infarcts in the lung in two. 
Duken’s case’ of recurring polyarthritis with 


endocarditis of infectious origin showed at 
autopsy a hemorrhagic infarct in the lower 
lobe of the right lung. 

In Ramond’s case’, the patient, a youth of 
seventeen years, had suffered from scarla- 
tina and chorea, the latter of which as the 
literature shows is a great producer of car- 
diae disturbance (choreic endocarditis). Ex- 
amination showed mitral stenosis. The car- 
diac conditions were tolerated fairly well un- 
til the boy went to work two years ago’ when 
the exertion brought on severe hemoptysis. 
The heart could not stand the strain and 
pulmonary apoplexy was produced with in- 
farct resulting in the hemoptysis. 

In MeMurry’s’ five cases of hemoptysis of 
circulatory origin three showed mitral sten- 
osis, one aortic regurgitation with mitral in- 
sufficiency and one decompensation. In three 
of these cases a previous diagnosis of pul- 
monary tuberculosis had been made owing 
to the hemoptysis. The early morning rusty 
sputum is characteristic in this type of case. 


Embolism and infarct in a pulmonary ves- 
sel, if not immediately fatal, may give rise 
to hemoptysis. Also the rupture of an aneur- 
ism, as in the case reported by Stewart” or 
leakage or pressure from an aneurism. Ath- 
eroma and high blood pressure can also be 
causative of hemoptysis. 

A digression may be made here for a mo- 
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ment to consider the relative frequency with 
which hemorrhage is found in pulmonary 
tuberculosis, and other conditions in which 
the lungs are affected. Vinson" of the Mayo 
Clinic compared one hundred patients with 
pulmonary tuberculosis, one hundred with 
chronic bronchiectasis and one hundred with 
mitral stenosis with a view of observing the 
relative frequency of hemoptysis in these 
conditions. As far as could be observed the 
lesions mentioned were the only ones from 
which the selected patients suffered. Hem- 
orrhage was observed in twenty-nine of the 
tuberculous patients, in eighteen of which it 
was moderate tq severe. Pulmonary hemor- 
rhage was found to be most frequent and 
most severe in the bronchiectatic patients; 
i. e. forty-nine cases, twenty-nine of which 
were moderate to severe. Only eighteen of 
the mitral stenosis patients showed a spu- 
tum streaked with blood. 
HEMOPTYSIS FROM CONDITIONS IN 
UPPER RESPIRATORY TRACT 

Distinction can usually be made between 
a hemoptysis originating from some condi- 
tion in the throat and a pulmonary hemor- 
rhage. The blood expelled from a non-pul- 
monary source cannot be aerated and is 
dark in color. This darkened sputum stops 
when the hemorrhage ceases, but in cases 
where a dark blood stained sputum origi- 
nates from a pulmonary hemorrhage it con- 
tinues for about twenty-four hours follow- 
ing the hemorrhage. 

Sir St. Clair Thompson states that a good 
method of distinguishing whether blood 
comes from the lungs or bucco-pharynx is to 
throw the sputum into water. If the blood 
comes from the pharynx, larynx or gums, it 
is at once dissolved on shaking in the water; 
if it comes from the lungs it remains in 
one mass and insoluble. Profuse dark blood 
spitting seldom comes from affections of the 
upper respiratory tract. Bloody sputum 
may, of course, be associated with an epis- 
taxis when the blood drains backward into 
the pharynx. The more usual causes of hem- 
optysis originating in the upper respiratory 
tract are associated with varices in the phar- 
ynx and base of the tongue, with hemor- 
rhagic laryngitis, papilloma of trachea, neo- 
plasms, foreign bodies, congestion from 
pressure of enlarged thyroid or aneurism. 

HEMOPTYSIS DUE TO PARASITIC 
DISEASES 

In a very extensive article Castellani”, for- 
merly professor of tropical diseases in the 
Tulane University of Louisiana, says: “It 
would seem that the subject of hemorrhagic 
bronchitis of protozoal, helminthic and fun- 
gal origin deserves to attract more attention 
than has been the case hitherto. It should 
be remembered that the subject is of prac- 
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tical importance as all these conditions which 
I have mentioned are generally mistaken for 
tuberculosis.” : 
Castellani particularly describes broncho- 
spirochetosis and broncho-moniliasis, accom- 
panied by hemoptysis. While such conditions 
are more usually observed in tropical coun- 
tries, the mycotic diseases are not unusual 
here. Bridge” reported seven cases of actin- 
omycosis five of which showed hemoptysis. 
Jaureguy” reported eight cases in hydatid 
disease, this condition not infrequently oc- 
curring in the United States. 
MISCELLANEOUS CAUSES OF 
HEMOTYPSIS 
There are numerous other conditions 
which may be causative of hemoptysis. 
Among these are various blood conditions, 
such as purpura, scurvy, pernicious anemia, 
leukemia. Rist and Rolland’ say that chang- 
es in the blood, such as anemia from destruc- 
tion of red blood corpuscles, or azotemia, 
may possibly be able to provoke hemorrhage 
independently of either an infarct or endo- 
carditis of right heart. Mercurial stomatitis, 
phosphorus poisoning, cirrhosis of kidney or 
liver, and certain acute fevers may show 
hemoptysis. In stomach and duodenal ulcer 
and typhoid fever blood is frequently passed 
by the mouth but in these cases the condi- 
tion is a hematemesis rather than a hemo- 
ptysis. Gout, according to Semon”, is a fer- 
tile source of pharyngeal hemorrhage. A 
minor unsuspected rib fracture may be the 
underlying cause. 
DIAGNOSIS 
Cases of persistent hemoptysis, in which 
pulmonary tuberculosis and heart disease 
can be definitely excluded, should be thor- 
oughly investigated with the bronchoscope, 
bearing in mind the various conditions men- 
tioned in which hemoptysis may occur. Spe- 
cial clinical diagnostic criteria for such spe- 
cial conditions should be tested. Chevalier 
Jackson” gives as an indication for bron- 
choscopy the appearance of any suspicious 
shadow on the roentgenogram. Endoscopy 
may be the only means of correct diagnosis. 
In some cases injection of the bronchial ar- 
borization with lipiodol has been advocated. 
The writers" have been opposed to this pro- 
cedure in cases of hemoptysis but recom- 
mend waiting at least a month after cessa- 
tion of blood spitting before the use of iodiz- 
ed oil as a diagnostic method. The presence 
of unsuspected foreign bodies may be indi- 
cated on a roentgenogram. Some conditions 
that give rise to hemoptysis, such as carci- 
noma of a bronchus, are not always demon- 
strable premortem. 
TREATMENT 
In the case of hemoptysis as a part of the 
syndrome of pulmonary tuberculosis the 
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treatment, of course, is part of the generally 
recognized treatment of this disease. 

In the case of non-tuberculous pulmonary 
disease the treatment will depend upon the 
degree of hemoptysis and the nature of the 
underlying cause. Astringent and coagulat- 
ing drugs may be used to control the bleed- 
ing. Sir St. Clair Thompson recommends 
adrenalin as an astringent. He also says 
that in moderate hemorrhage a hypodermic 
injection of morphine, (gr 1-6 to 1-4) with 
atropin (gr. 1-200 to 1-150) is one of the 
— quickest and most reliable reme- 

ies. 

Among the newer drugs Houssay” and 
Pissavy” recommend hypophyseal medica- 
tion; gelatinized serum is recommended by 
Pierre” and many others. The new calcium 
salt, (calcium gluconate) is highly favored 
as a rapid coagulant and may be injected in- 
tramuscularly without harm. The intrave- 
nous use of calcium chloride is an old rem- 
edy. In the experience of the writers drugs 
have proven of limited value, except mor- 
phia to quiet the patient. When the bleed- 
ing persists in spite of absolute bed rest 
with shoulders elevated so that expectora- 
tion may be accomplished with the least ef- 
fort, surgical methods should be adopted at 
once such as pneumothorax or phrenicotomy. 

Wiggers” of Ann Arbor, who made a very 
thorough physiologic investigation of the 
treatment of hemoptysis, says, “Early in 
the course of hemoptysis when the breath- 
ing has not altered except for an occasional 
cough, one is dealing practically with a nor- 
mal subject and the object of paramount im- 
portance is to reduce the bleeding by drugs 
that lower the pressure within the pulmo- 
nary circulation. Investigation has shown 
that this cannot be accomplished by vasomo- 
tor drugs such as the nitrites and that car- 
diac depressants, such as chloroform and 
pituitary extract, must be resorted to. If 
hemorrhage has continued till the heart is 
very rapid and respiration is accelerated 
with anemia of the cerebral center, pituitary 
extract is the only remedy that will elevate 
systemic arterial pressure and at the same 
time lower it in the pulmonary circuit.” 

In hemoptysis due to heart conditions 
Ramond’ recommends absolute rest in bed, 
careful dieting and digitalis as immediate 
and continued measures. He thinks that a 
pulmonary infarct (due to cardiac condi- 
tions) has a natural tendency to recover un- 
less associated with asystolia. 

In moderate hemoptysis,’ when an artifi- 
cial pneumothorax is not possible, Knoll” 
recommends the application of compressing 
rubber bandages on the affected side so as 
to suppress completely the respiratory move- 
ments on this side and on the diaphragm. 
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Surgery has now a prominent and impor- 
tant place in the treatment of serious hemo- 
ptysis. If large vessels are eroded, tying the 
external or common carotid may be neces- 
sary. Pneumothorax and phrenicotomy or 
evulsion of the phrenic nerve have given ex- 
cellent results, a fact well known to this 
audience. Tuffier” suggested and practiced 
pleurolysis in preference to artificial pneu- 
mothorax. Dalton” found venesection suc- 
cessful in a case of hemoptysis with mitral 
stenosis. 

Beye” says that ligation of the pulmonary 
artery has not been successful in control- 
ling cases of lung infection. In two cases 
reported, however, ligation of the branch of 
the pulmonary artery to the lower lobe of 
the right lung was attempted to control 
hemorrhage. In these cases a partial thora- 
coplasty and phrenic neurectomy had been 
tried and failed. The author considered the 
operation justifiable in such cases when the 
hemorrhage is coming from the branch of 
the pulmonary artery or pulmonary vein. If 
it is coming from a bronchial vessel ligation 
of the pulmonary artery will do no good. In 
his two cases Beye found this method suc- 
cessful. 
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DISCUSSION 

DR. R. O. BROWN, Santa Fe: Three members of 
my own family, including myself, started our resi- 
dence in the Southwest by reason of a little blood 
in the sputum. I have a sister-in-law who had 17% 
full-sized hemorrhges before the doctor admitted she 
had tuberculosis. I had four or five myself and an 
elder brother raised pinhead drops of blood in his 
sputum and after about thirty sputum examina- 
tions we discovered he had some tubercle bacilli in 
his sputum. In the years since 1916, since I have 
been out here, the largest part of my work has been 
in tuberculosis and when I come upon history of 
blood spitting that has been ascribed by doctors to 
some other cause, I think that is a matter of great 
importance, as in some of these cases later on when 
a pulmonary hemorrhage occurs, they go to a doc- 
tor who makes a more thorough examination with 
diegnosis of tuberculosis, which is anywhere from 
a year to four or five years after it should have 
been made. It is rather difficult at times to recog- 
nize tuberculosis; sometimes it seems no job to me 
at all, while at others it is quite difficult and I 
rather suspect that there are times when it is im- 
possible for us to find it, yet it still exists. 

DR. F. D. VICKERS, Deming, N. M.: I think 
this a very important paper. Some of these cases 
are extremely interesting and it is very difficult 
to definitely diagnose them. I have a case now 
which raises a little blood from the right lung, 
which I am sure is bronchitis. I think we in the 
Southwest are prone to think that all these cases 
are tuberculous, when many times they are not. 

DR. J. M. BRITTON, El Paso, Texas: We have 
many tuberculars in El Paso and every now and 
then some patient will come into my office who 
has had a slight hemorrhage which he thinks is 
from the nose or throat. He will say, “I have had a 
little hemorrhage which I think was from my nose.” 
It is probably only one case in a thousand in which 
the homeorrage is from the nose or throat. If one 
could just watch these cases, they would see that 
they turn out to be tuberculosis. 

DR. R. J. GROOM, Santa Rita, N. M. I watched 
a very interesting case, a woman, aged 24, with tu- 
berculosis. At each menstrual perjod, she would 
start in about ten days before her menstruation 
with cramps, nausea and vomiting, losing as much 
weight during that time zs she would put on be- 
tween times. We felt that it was advisable to bring 


‘about menopause, which we did with x-ray. After 


that she became an arrested case. Possibly about 
two years after she was pronounced arrested, she 
returned to her old home for a visit and while there 
commenced to spit up blood, so she came immedi- 
ately. There was nothing in the physical examina- 
tion or x-ray to account for this blood spitting. 
However, 28 days after she repeated the process, 
and for a year and a half that continued at those 
intervels. During that period we could never at 
any time ascertain any activity or chest finding that 
would account for the blood, and finally it ceased. 

DR. F. M. HELLER, Pueblo, Colo.: It is easy to 
think in these cases of blood-spitting that every 
case is one of tuberculosis and the frequency with 
which this symptom is present is significant. I 
think, however, that among such cases are those of 
mycotic infections. Oftentimes individuals born and 
raised in Colorado will come into the office spitting 
blood and frequently on examination I find mycotic 
infections. These cases are extremely interesting; 
they have a mycotic process which produces a thin 
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spitting of bloody substance; it is mucus which is 
blood-stained. It is surprising also how many peo- 
ple who come to Colorado for tuberculosis have a 
mitral stenosis, which is usually of the type of en- 
larged heart on the left side, with which they often 
get in the mornings a bloody sputum. Then there 
are a lot of children who develop a lung condition, 
a chronic infection of the lungs, non-tuberculous, 
and these cases will often go on with exacerbation 
and an acute condition will develop with spitting of 
blood of a bronchitis nature. 

DR. A. J. STREIT, Amarillo, Texas: In Ama- 
rillo we see very few cases of tuberculosis, but 
every once in awhile we do find patients who come 
to our office with spitting of blood. I remember one 
or two cases with mild bleeding from the septum 
end from the turbinates, some from the tonsils, and 
one case where it was coming from the upper part 
of the larnyx. 





VINCENT’S INFECTION 
R. J. GROOM, M.A., M. D. 
Santa Rita, New Mexico 

(Read before the New Mexico Medical Society, at 
its Forty-Eighth Annual Meeting, at Raton, N. M., 
June 4, 5, 6, 1930.) 

INTRODUCTION 

Vincent’s \infection includes more than 
Vincent’s angina, and is an inflammatory 
lesion due to infection by the Plaut-Vincent 
fusiform bacillus and spirillum. While it is 
usually a disease of the mouth, Vincent’s or- 
ganisms normally inhabit several other lo- 
cations and can produce lesions in any of 
these areas. It is characterized, first by an 
inflammatory process, later by the forma- 
tion of a pseudo-membrane, and in the still 
later stages by the production of a sharp- 
ly defined ulceration with characteristic 
“punched-out” appearance, While in the 
majority of cases numerous other bacteria 
may be found in the smears taken from the 
lesion, there is always a preponderance of 
Vincent’s fusiform bacilli and spirilla. 

ORGANISMS 

The organisms associated with Vincent’s 
infection are morphologically unlike. One is 
a short bacillus of fusiform shape, Gram 
negative in staining; the other is a spirillum 
which in general resembles that found in re- 
lapsing fever and is Gram positive. These 
organisms are anaerobic and can be cultured 
on a variety of media by anaerobic methods. 
There is still considerable dispute as ‘to 
whether they are separate organisms or dif- 
ferent cycles of the same organism. Tunni- 
cliff believes that the spirillar forms are 
simply stages in the life cycle of the fusi- 
form bacillus. Zinsser holds that they are 
separate and distinct organisms. 

HABITAT 

It is interesting to note that these spirilla 
are probably the organisms first seen in 
scrapings of tartar from the teeth by 
Leuwenhoek in 1683. They are found in rel- 
atively large numbers in tartar from carious 
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and ill-kept teeth, and in tonsils and ade- 
noids in a large per cent of the cases. Miller 
and Epstein found spirilla present in sev- 
enty-seven per cent of 160 apparently nor- 
mal mouths and fusiform bacilli present in 
ninety-two per cent. Their presence in other 
localities of the body is not as generally rec- 
ognized. Gifford reports finding both bacilli 
and spirilla in the conjunctival sac and mei- 
bomian glands. Pilet found them present in 
fifty-one per cent of preputial] secretions of 
normal males and sixty per cent of the 
smears made from the material about the 
clitoris. The principal habitats of fusiform 
bacilli in the human body are: 
1. The crypts of the palatine tonsil; 


2. Tartar deposits on the teeth; 

3. The smegma in the preputial sac and 
from about the clitoris; 

4. And possibly in the intestinal tract. 

DIAGNOSIS 

There has been some little argument, since 
these organisms are so frequently found in 
apparently normal tissue, as to whether or 
not they are the cause of Vincent’s disease 
or whether they are purely invaders. They 
are infrequently found in clean and healthy 
mouths but are almost always found in an 
infectious condition of the teeth, gums, and 
tonsils, and in Vincent’s disease. While 
other organisms may be present, the spiril- 
la and fusiform bacilli are by far the pre- 
dominating organisms; and, as the infec- 
tion or disease clears up, these organisms 
disappear. Epstein has said that these or- 
ganisms are “opportunists” and that, when 
they do cause infection, it is in locations 
where they are normally found or perhaps 
transplanted to the lesions produced, and 
that they set up disease by taking advantage 
of the lowered resistance caused by such 
other infection. 

Whether or not they are secondary invad- 
ers, they very frequently predominate the 
pathological picture and so are of preemi- 
nent importance. 

They may be found in numerous diseases 
where they have no part in etiology, such as 
scarlet fever, streptococcal sore throat, car- 
cinoma of the mouth, syphilis and tubercu- 
losis of the throat. This, of course, is ex- 
plained by the fact that the mouth is the 
normal habitat of these organisms. 

LESIONS PRODUCED BY VINCENT’S 
ORGANISMS 

I. Oral Passages: 

(a) Vincent’s angina, which at times 
may become epidemic and is the lesion in 
which these onganisms were first recogniz- 


ed. 
(b) Noma. That they are the etiologi- 
cal factor in the production of this disease 
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has been definitely established by Weaver 
and Tunnicliff. 

(c) Pharyngomycosis, a disease char- 
acterized by the presence of actinomyces- 
like granules in the tonsillar crypts and an 
exudate on the tonsil and pharynx. 

(d) Pyorrhea Alveolaris. For a long 
time these organisms have been regarded as 
of secondary importance in this disease, but 
they are so constantly present, and can ac- 
count for the putridity of the lesions and 
the amount of necrosis seen in this disease, 
that they undoubtedly play a most important 
part in its production. 

(c) Ulcerative Gingivitis or Trench 
Mouth. This condition became evidemic 
during the world war, and that these organ- 
isms are the cause of this disease was well 
established at that time. 

II. Lesions of the Respiratory Tract. 
Their relation to the production of pulmo- 
nary gangrene and fetid bronchitis has beef 
discussed by numerous authors. Pilot an 
Davis have reported thirty-seven cases o 
pulmonary gangrene due to Vincent’s infec- 
tion. Pulmonary abscess mav follow tonsil- 
lectomy in cases infected with Vincent’s, or 
ether pneumonia, perforating lesions of the 
trachea or bronchi, foreign bodies in the air 
passages, or other pulmonary infections, and 
are due to the organisms of Vincent’s angina 
being carriel in from the mouth by inhala- 
tion of drovlets laden with these organisms. 
Possibly, in a few instances, the organisms 
may enter the lung as emboli from some 
other focus. However, it is very seldom that 
the organisms can be demonstrated in the 
blood stream. 

III. Cerebral T.esions. There are a few 
cases revorted in the literature of metastatic 
putrid brain abscesses. complicating vutrid 
bronchiectasis, in which fusiform bacilli and 
spirilla have been demonstrated in the brain 
lesions. 

IV. Lesions of the Far. One fatal case 
of mastoiditis due to Vincent’s organisms 
has been revorted bv Ottoni, and numerous 
cases of infection of the middle ear and 
sinuses are to be found in the literature. 

V. Lesions of the Rone. A few cases of 
osteomyelitis of the inferior maxilla due to 
Vinecent’s infection following the extraction 
of teeth have been reported. 

VI. Lesions of Lymphoid Tissue. En- 
largement of the cervical and mediastinal 
glands due to infection by these organisms 
is rather common. 

VII. Lesions of the Blood. Kilduffe is 
of the opinion, as is also Cottrell, that Vin- 
cent’s organisms may be the causative fac- 
tor in infectious mononucleosis, and Cottrell 
has demonstrated these organisms in smears 
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from six cases. However, in metastatic le- 
sions, such as those of the lung or brain, the 
organisms have not been demonstrated in 
the blood. 

VIII. Genito-urinary Lesions. Gangren- 
ous balanitis is not uncommon in cases with 
a long phimotic foreskin in connection with 
uncleanliness. 

IX. Miscellaneous Lesions. Gangrenous 
infections of the finger due to Vincent’s or- 
ganisms being planted by biting the finger- 
nails have been revorted. In two of my cases 
of cholecystitis, Vincent’s organisms have 
been demonstrated in the bile obtained by 
transduodenal drainage. In both cases these 
organisms were the predominant bacteria 
found. 

SYMPTOMS 

The symptoms vary with the location of 
the lesion. Malaise and fever are common in 
the acute infection. The temperature may 
reach as high as 104 or 105, although usual- 
ly low. The pulse is ordinarily rapid. There 
is loss of anpetite, disturbance of digestion; 
and, if the lesion is in the tonsils or gums, 
there is, ordinarily. severe pain in swallow- 
ing. The ulcerated surface bleeds readily on 
pressure. 

The involved area at first is inflamed and 
swollen; later, becomes covered with a 
white or grev, loose, thin coating; by the 
third or fourth day the pseudomembrane be- 
comes thick, white to greyish brown, and 
gives off a peculiarly offensive odor. The 
lymph glards draining the area are slightly 
enlarged. While, as a rule, the lesions are 
acute, they mav become chronic in such 
forms as vingivitis. balanitis, bronchiectisis, 
and pyorrhea alveolaris. 

DIFFERENTIAL DIAGNOSIS 

In considering lesions, especiallv acute ul- 
cerative ones, in anv of the localities where 
Vircent’s organisms are normally found, 
Vincent’s infection must be considered. The 
chief lesions to he differentiated are diph- 
theria. tuberculosis of the throat, syphilis of 
the throat. acute tonsillitis, septic sore 
throat: and it must be remembered that, 
since Vincent’s infection flares un where 
scme other lesion has reduced the local re- 
sistance, not infreauently Vincent’s disease 
may be present and may plav a most impor- 
tant vart in the nathology alone with one or 
another of these infections. I have seen one 
fatality due to Vincent’s angina superimpos- 
ed on a tuberculous throat, flaring up and 
proving rapidlv fatal after a cauterization. 
And two or three instances, where both 
diphtheria and Vincent’s infection have been 
demonstrated. which proved fatal in spite of 
large doses of dinhtheria antitoxin, I am con- 
vinced that death was due to the Vincent’s 
rather than the diphtheria. The differential 
































474 





diagnosis in these lesions rests on the char- 
acteristic pseudo-membrane and _ ulceration 
with a predominance of Vincent’s organisms 
in the smear, as well as on the results of the 
treatment. 
TREATMENT 

In reviewing the literature on the treat- 
ment of Vincent’s angina, we find that here, 
as in most diseases where there is no defi- 
nitely proved specific, numerous therapeu- 
tic agents are claimed by various authors to 
be practically specific, and that the number 
of drugs recommended in the treatment of 
this disease is almost too great to mention. 
However, three drugs at present seem to be 
more used than all others; sodium perbo- 
rate, arsphenamines and bismuth; perhaps 
the maiority are using arsphenamines. Other 
drugs used to a considerable extent are vari- 
ous anilin dyes, especially methylene blue or 
gentian violet, potassium dichromate, and 
copper sulphate. 


Personally, the best results that I have ob- 
tained have been with sodium perborate. I 
have been unable, either with ten per cent 
arsphenamine and glycerine used locally or 
arsphenamine intravenously to obtain the 
satisfactory results reported by its adher- 
ents; and when it is necessary to resort to 
hypodermic medication, as in cases of gan- 
grene or bronchiectisis. I prefer bismuth in- 
tramuscularly to the arsphenamines. While 
we do not hesitate to give arsphenamine in 
syphilis, we must recognize that it is not 
without danger. Within the last month, I 
have had two untoward complications from 
the administration of neoarsphenamine, one 
a pulmonary embolus followed by pneumo- 
nia which fortunately did not prove fatal; 
the other, an acute nephritis. Not infre- 
quent deaths have been reported following 
the administration of the arsphenamines. 


The treatment advocated by Bloodgood, 
and which has proved so satisfactory in his 
hands that he insists that it is a specific, is 
sodium perborate. He makes a thick paste 
of the salt with water, applies it locally to 
the infected ulcerated areas, allowing this 
to remain in the mouth for about five min- 
utes once a day; in addition he has the pa- 
tient gargle a thinner solution two or three 
times a day. Sodium perborate itself is very 
disagreeable and unpleasant to use, and I 
have found some of the preparations which 
are aromatic more satisfactory. In only the 
- severe cases is daily office treatment by the 
physician necessary. The mistake we make 
is in not using the solution of sodium per- 
borate frequently enough; and, instead of 
gargling and rinsing the mouth two or three 
times a day, the patient should be instructed 
to use it in the mouth at hourly intervals. 
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Treatment should be continued for several 
days after all lesions have disappeared and 
smears from the site of infection show no 
organisms. ‘ 

That sodium perborate is a specific for 
Vincent’s angina, I doubt; but since the or- 
ganism can grow only in anaeroeic condi- 
tions, an oxidizing agent is logical treatment 
for the disease. It both removes necrosed 
material beneath which the organisms flour- 
ish, and produces oxygen in the otherwise 
anaerobic area, and by so changing the 
media, makes it impossible for the organ- 
isms to continue. The curative results in the 
use of sodium perborate are due to the 
change in the media where the infection is 
present, rather than to bactericidal action 
of the drug. I do not believe any remedy has 
yet been developed which is specifie to Vin- 
cent’s infection in the sense that quinine is 
in malaria. However, it is results and not 
methods that count. 

PROPHYLAXIS 

Since Vincent’s organisms practically al- 
ways are found in unclean mouths, the great- 
est prophylactic measure is, of course, clean- 
liness of the mouth with eradication of pyor- 
rhea, decayed teeth, and infected tonsils 
whose deep crypts filled with carious ma- 
terial are ideal locations for the propagation 
of Vincent’s. Since the war the instances of 
Vincent’s infection have been markedly on 
the increase. However, we have seen fewer 
cases in the community where I live within 
the last year than we did in the previous two 
years. I attribute this to the fact that the 
dentist in this community has been an en- 
thusiastic advocate of the use of sodium per- 
borate as a mouthwash and uses it following 
all extractions and work on teeth in his of- 
fice and has educated a very considerable 
part of the population to use a sodium per- 
borate preparation more or less routinely 
as a mouth wash. 

Soda fountains should all be required to 
use paper cups and dishes which can be de- 
stroyed. The habit of the use of a common 
water bag for a whole gang of working men 
should be discouraged, as both of these 
have been prolific sources in the spread of 
this disease. 

CASE REPORTS 

In reviewing the literature, I can find only one 
case reported of Vincent’s angina in a _ toothless 
mouth, and that was in the case of a child six 
months old who has as yet cut no teeth. 

Case 1. Male, white, age 53. Past history nega- 
tive. His upper teeth hed been extracted nine years 
previously and his lowers five year ago. His general 
health had been good. The patient came into the 
office complaining of very painful, sore throat. 
When first seen, tonsils and pharnyx were red and 
inflamed, but no patches of ulceration were visible. 
Temperature 102°; pulse 110°. On the second day 
grey brownish patches were found on the tonsils 
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and uvula, and by third day the mucous membrane 
of the nasopharnyx was covered with a similar mem- 
brane. A diagnosis of diphtheria was considered, 
but cultures from both nose and throat were nega- 
tive, and the smears showed only Vincent’s organ- 
isms. On intensive treatment with sodium perbor- 
ate of both nose and throat, pain rapidly subsided; 
in the course of five or six days the ulceration had 
practically cleared, temperature dropped to nor- 
mal, and the patient felt greatly improved. He was 
advised to continue the treatment, however, and not 
to return to work for at least another week. Ten 
days later, he again reported complaining of ma- 
laise, lose of eighteen pounds weight in two weeks 
and was expectorating foul smelling sputum streak- 
ed with blood, which on examination contained fusi- 
form bacilli and spirilla. The patient was started on 
intramuscular injections of bismuth in addition to 
continuing the use of sodium perborate in mouth 
and throat. Coughing and expectorating have less- 
ened and he is gaining back weight and strength 
gradually. 

Case 2. Child, seven years old. when first seen 
hed typical sordes on the gums, pseudo-membrane 
on tonsil, and “punched out’ ulceration on tongue 
and bucal surfaces. The throat was so sore that 
the child absolutely refused nourshment and was 
fed for a few days by rectum. The lesions were 
treated locally with 10 per cent arsphenamine in 
glycerine and 13 grams of neoarsphenamine were 
given intravenously at five day intervals. Later, 
the child was fed by stomach tube as she was unable 
to retain nutrient enema. In spite of treatment, 
she became rapidly more toxic and died on the 
tenth day. 


Case 3. Child, three years oid; when first seen 
hed extensive greyish membrane on both tonsils. 
There wes a case of diphtheria in the same family, 
and, without waiting for a report from culture, 
diphtheria antitoxin was administered. Report on 
culture when obtained was positive; however. 
smears from the throat showed only Vincent’s or- 
ganisms. Following the administration of anti- 
toxin, the toxic symptoms disappeared to a con- 
siderable extent although the membrane did not 
disappe2r as rapidly as would be expected of a case 
of diphtheria under treatment; after three or four 
days extensive ulceration of the tonsils was present. 
The child’s condition rapidly grew worse with 
marked prostration and toxemia with very little im- 
provement in condition, in spite of both antitoxin 
and local application of arsphenamine; in the four- 
teeth day he died. 7 

Case 4. Male, age twenty-eight, having far ad- 
vanced pulmonary tuberculosis with some pharvn- 
geal involvement. He had been in the Veteran’s Bu- 
reau Hospital for the past two years, and showed 
marked pvorrhea alveolaris. Because of the pain 
from swallowing, the »rvtenoids had been cauterized. 
Painful swelling of the nasal pharynx soon devel- 
oped and a thick, grevish membrane bleeding easily 
on pressure followed. Pain became more marked, the 
petient lost weight rapidlv: temperature rose to 
104° daily with rapid pulse. Smears from pharnyx 
showed a predominance of Vincent’s organisms. Pa- 
tient returned to the Veteran’s Hospital where the 
condition was attributed entirely to tuberculosis: 
within seven days after the onset of vharyngeal 
lesion, the patient died. How much of his condi- 
tion was due to tuberculosis and how much to su- 
perimposed Vincent’s angina is vroblematic. How- 
ever, this seems to be too fulminating a case for 
tuberculosis alone. 

SUMMARY 
1. Vincent’s infection is verv vrevalent 


and at times a serious and even fatal disease. 


ATE 


2. The organisms are normally found in 
the presence of uncleanliness in various oth- 
er localities than the mouth and can become 
etiological factors or disease in these loca- 
tions. 

3. Other infections may so change the 
media or lower the local resistance that the 
already present Vincent’s infection may 
flare up and become actively pathological. 

4. The most important treatment is pro- 
phylactic. 

5. Sodium perborate has proved more 
satisfactory in the hands of the author in 
the treatment of Vincent’s infection than 
any other remedy and holds less possibility 
of serious complications than the arsenicals. 

6. The cure and prevention of the disease 
is brought about by change of the media so 
that the organisms can not thrive in their 
normal habitats. 

DISCUSSION 


DR. M. K. WLYDER, Albuquerque, N. M.: I 
think we have all enjoyed Dr. Groom’s paper. I 
was very much interested in the case he mentioned 
of the man who developed a tingling in his arms 
and legs. I recently hed a case of the same kind, 
a boy 12 vears old. who had typical Vincent’s, the 
throat and tonsils bleeding. The swab showed Vin- 
cent’s organisms and we failed to get any diph- 
theria by sweb and culture. However, with sodium 
nerborate. the throat cleared up, but a few weeks 
later he developed typical post-diphtheria neuritis. 
I never heard of neuritis developing in these cases 
except the one the doctor mentioned and the one 
I had. It sems to me perhaps the Vincent’s or- 
e-nism is more prolific and overshadows the diph- 
theria condition, because there were patches in the 
throat and though I had both swabs and cultures 
made, thev were negative for diphtheria. 


DR. A. J. STREIT, Amarillo, Texas: Dr. Groom 
hes given us a very timely talk on this clinical 
condition and is one that mav occur in the real 
veung as well as the older children. There is usu- 
allv auite a lot of nain. The child savs. “Mother! 
mv mouth hurts.” Usuallv there is auite a lot of 
swelline around the sums. The tempereture goes up 
to 101 or 102. recording to the amount of involve- 
ment. This sort of infection mav not always show 
nvon making microscopical examination, so it has 
heen mvi\ practice alwavs to consider anything verv 
susnicious where there has been a sore mouth for 
-s long as four or five days. You will find these 
children usually come more or less from non-hvgien- 
ic strata: thev are more of an illiterate twne: the 
mother is not careful of the diet. Tf vou watch for 
these infections. vou will usually find more of them 
in this tvne. narticularly amone the Mexican chil 
dren who use ° common drinking enn and natron- 
izo soda fountains which are not kent clean and 
where the hvgienic conditions are not rood We 
oveht to trv and teach more the value of cleanli- 
ness, 

NPR FT. M_. RRITTON. Fl Paso. Texas: T enioved 
Ne Gream’s raner verv much. T hove enconntered 
nractiea and 
This 
pete like macie and then T follow it with hot gar- 
ele of sadinm nerhorate which in noorrle everw in- 
Bar uleers there 
ic nothine like canner suinhote. 19 ner cent. It 
clears them un rieht awav. Do not be afraid to 


monw eacac of this infection in mv 


mu treatment ic ten nor eont eanner enImnhato 


ctonen afforda- immediate relief 
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smear it on a piece of cotton on a steel applicator 
and put it right down on the ulcers; then follow it 
with hot gargles of sodium perborate and you will 
get results. 

DR. J. R. LEMMON, Amarillo, Texas: In a re- 
cent discussion at the New York Academy of Med- 
icine, one series of cases was treated, with salt so- 
lution, another series treated with sodium perbor- 
ate, and still another series with arsphenamin. 
Those treated with normal salt solution got well 
just as soon as the other cases. We treat them 
first with tincture of iodine, then follow with Fow- 
ler’s solution and then for home treatment ask the 
patient to use sodium perborate and usually have 
good results. 

DR. F. D. VICKERS Deming, N. M.: I have a 
room in my office that is used by a dentist, who 
sees many cases of trench mouth. He uses perbor- 
ate of soda, makes a paste of it and rubs it in, and 
usually they clear up very quickly under this treat- 
ment. 

DR. GROOM (closing): There is still a question 
in my mind as to whether the case I mentioned was 
post-diphtheritic neuritis, or Vincent’s, acting the 
same way. I am unable to find any cases in the lit- 
erature to support our cases. 





PREVENTIVE MEDICINE AS APPLIED 
TO PEDIATRICS 
MELDRUM K. WYLDER, M. D., 
Albuquerque, N. M. 

(Read before the New Mexico Medical Society, at 
its Forty-eighth Annual Meeting, Raton, N. M., 
June 4, 5, 6, 1930. 

In these days we hear much of prophy- 
laxis, health examinations and other preven- 
tive measures. Prevention of disease and 
suffering is the primarv function of our 
Health. Departments. Take prevention out 
of their work and they could not exist. Yet, 
with all the propaganda of prevention that 
has come on in recent years, there are many 
who think only of prevention in medicine as 
applied to birth control. 

Pediatricians take and alwavs have taken, 
the lead in preventive medicine. Pre-natal 
care is in the field of the ostetrician. By 
the proper supervision of the mother’s diet, 
much can be accomplished and rickets can be 
prevented. By giving medicine to expectant 
mothers, cretinism, myxelema and muscu- 
lar distrophies may be avoided. In known 
cases of syphilis in the parents, early and 
vigorous anti-luetic treatment will give us a 
baby free from syphilis. Birth injuries 
should be avoided if it is possible to do so, 
for they leave in their wake much suffering 
and anguish. I need hardly speak of the im- 
portance of cleanliness and asepsis in the 
avoidance of impetigo contagiosa, pemphi- 
gus, wound sepsis, erysipelas, conjunctivitis 
and stomatitis. 

That splendid observer of the 18th cen- 
tury, Edward Jenner, brought out a prophy- 
lactic measure that has saved hundreds of 
millions of lives and untold suffering and by 
the universal use of vaccination against 
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smallpox, this disease could be banished 
from the earth. This has been absolutely 
proven, and yet there are many otherwise 
intelligent people who fight vaccination. An 
hour could be spent on this subject alone. 
Diphtheria is another disease that can be 
banished from any community that will 
make the effort. The universal use of T.A.T. 
or Toxoid will accomplish this. We should 
bow our heads in shame and admit our fail- 
ure whenever diphtheria is allowed to show 
its head, for T.A.T. should be given to every 
baby when six months of age; and six 
months is the time of choice, for a natural 
immunity exists up to that time. The earlier 
it is given the less reaction. In older children 
and adults the reaction will be more severe. 
An asthmatic or eczematous baby should be 
tested before giving the first injection. This 
can be done by first injecting 1/20 c.c., wait- 
ing one-half hour, then giving 1/10 c.c. and 
wait another hour and if there is no reaction, 
give the first injection. A week later give the 
second and in another week give the third in- 
jection. Four to six months later do a Schick 
test to see if the baby has acquired an im- 
munity and if not, give a second course 
which will be almost universally successful. 
Always remember that the Schick material 
must be freshly prepared to be dependable. 


The use of convalescent serum is now rec- 
ognized as dependable. In poliomyelitis, if 
given intraspinally and early it is most val- 
uable. The trouble is the difficulty of ob- 
taining it. The large baby hospitals get all 
they can from their convalescent patients 
and keep it on hand but for the man in gen- 
eral practice it is hardly available. For meas- 
les it is available as there is always some 
child who has recently recovered from meas- 
les who can give a little blood. Two to five 
c.c. of serum from a patient who has recent- 
ly recovered from measles will prevent it in 
another child in ninety-five per cent of 
cases, and where not entirely prevented, 
it will be so modified that it will not 
be serious. Think what this means in 
the case of a frail, under-nourished, tu- 
berculous or athreptic baby. It means the 
difference between life and death. If a suit- 
able donor who has had measles cannot be 
found, 30 c.c. of whole blood from a parent 
who has had measles, injected into the glut- 
eal muscles has the same effect. Convales- 
cent serum also works in mumps, chicken- 
pox and encephalitis lethargica. 


By giving iodine one week twice a year, we 
may keep up the iodine content of the thy- 
roid and this will prevent many of the goit- 
ers of early life. Of pertussis vaccine we are 
not so sure, but it is the best thing we have 
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and in some cases it seems to give beautiful 
results; in others it fails. It should be used 
both as a preventive and curative agent. 


No sane person now questions the effi- 
ciency of typhoid vaccine. Any community 
that will make the effort can now be free 
from this fever: In all the wars previous to 
the World War, typhoid fever killed more sol- 
diers than the enemies’ bullets. In the World 
War typhoid fever was ruled out. This is one 
of the contributions that Medicine gave to- 
ward winning the war. What other profes- 
sion has done as much? 

Tetanus antitoxin is a sure preventive, but 
the reaction is some times quite severe. As 
to searlet fever serum, the best advice is that 
it should not be used as a preventive for the 
reaction is often more severe than a mild 
case of scarlet fever and its protection is for 
such a short time that the protection it gives 
is not worth the risk. It is, however, a big 
help as a curative agent in severe cases. 


In hydrophobia the treatment must be in- 
stituted at once, especially if the bites are on 
any part of the body not covered by clothing, 
as these bites are always much more dan- 
gerous. The teeth of the biting animal in 
passing through the clothing leave much of 
the virus on the clothes. In order to be safe, 
when the bites are on the hands or face, be- 
gin treatment at once for it can be discontin- 
ued if the dog is proven to be free from 
rabies. 

In tuberculosis the separation of infants 
from exposure to op2n cases is the best 
measure, together with sun baths. The feed- 
ing of tubercle bacilli of low virulence as ad- 
vocated by Calmette and Guerin has not yet 
passed the Board of Censors and is not con- 
sidered a safe procedure. 

Rickets does not interest us much out 
here. Just let the baby get our sunshine and 
there will be few cases. However, in locations 
not so fortunate as we are, by the use of cod 
liver oil and viosterol, together with the lit- 
tle sunshine they have and the ultra violet 
light, rickets is preventable. And we, here, 
should give cod liver oil not so much for its 
vitamine D as our sunshine will prevent rick- 
ets, but for its vitamine A that raises im- 
munity. 

We give tomato juice and orange juice so 
commonly that scurvy is so rare few doctors 
would recognize it if they saw it. By clearing 
up the foci of infection we will reduce the 
number of cases of rheumatism and perhaps 
of chorea. However, the question of chorea 
is debatable. 

Coeliac disease is probably preventable. 
These children are unable to digest starches. 
The tendency among some people during the 
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second year to make up the diet principally, 
and sometimes entirely, of cereals, undoubt- 
edly causes some of these cases: 

Nervous disorders are a hard problem 
Nervous, irritable mothers raise nervous, ir- 
ritable children, while on the other hand, 
parents that are cool, calm and deliberate in 
their actions, raise children of that same 
kind. This is part heredity and in part en- 
vironment but you have all seen a fussy, 
nervous youngster taken to a hospital, or 
taken by an aunt who understood children 
and in a few days have the child’s behaviour 
so changed you would not recognize it as the 
same individual.. The prevention of beha- 
viouristic and nervous troubles then lies in 
teaching the parents how to live with their 
children. 

Marasmus or athrepsia is a conditiion we 
do not see as much as we used to since the 
balancing of tte child’s diet is becoming gen- 
erally understood. By meeting the child’s 
caloric needs, feeding the proper proportion 
of fats. sugar. protein and mineral salts 
and sunplv ng the nec-ssary vitamines and 
remembering that when a chidl does not 
thrive when given a proper diet there 
is always a reason. Look for this rea- 
son, clear up the foci of infection—it may 
be an ear, or a mastoid, or one of the acces- 
sory sinuses—and this condition will clear 
up. Keep the foci cleared up and these con- 
ditions will not develop. 


Nutritional anemia results from keeping 
the child too long on a milk diet. By the 
early introduction of iron containing foods, 
this condition can be avoided. 

Eczema can be prevented in those babies 
who show a tendency to exudative diathesis 
by feeding skimmed milk, as butter fat is of- 
ten the cause of the irritatioin and, by in- 
creasing the amount of cod liver oil. This 
helps in two ways, first supplying a fat that 
is easier handled and increasing the vitamine 


By boiling the milk we prevent septic sore 
throat, undulant fever, bovine tuberculosis 
and all milk borne infections. 

I wonder if we are as interested in preven- 
tion as we are in curing. The prevention of 
disease is not as spectacular as its cure, but 
it is much surer and better for the patient 
and we are slowly but surely gaining ground. 
We are seeing diseases that were once dread- 
ed, put in the class of preventable. Only by 
studying statistics can we get the true value 
of prevention and the physician who keeps 
his little charges out of danger is doing them 
a much greater service than the one who 
tries; too often in vain, to rescue them after 
the trouble has arisen. 
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DISCUSSION 

DR. F. M. HELLER, Pueblo, Colo.: I think a 
paper from an obstetrician on the subject of pre- 
ventive medicine is extremely interesting because of 
the fact that our advance in longevity has come so 
much through his efforts. We have increased the 
length of life because of the prenatal care in sav- 
ing the child. I enjoyed the paper very much and 
only have a little to add, not to criticize. Dr. 
Wylder spoke of the problem of chorea and rheuma- 
tism in the child. That subject is open to a com- 
plete discussion insofar as we can expecct the mor- 
tality rate from heart disease, which is largely 
initiated in childhood, to be reduced. There is the 
infectious attacks on the valves of the heart, acute 
rheumatic fever. It has been attacked by the genera 
practitioner, by the pediatrician, and by the spe- 
cialist, removal of the tonsils and no doubt every 
one has read in recent literature, upon the fre- 
quency of cardiac lesions in childhood after the ton- 
sils have been removed. 

Dr. Wylder did not speak on the one subject 
which to my mind is most important under the treat- 
ment of acute rheumatic fever, though of course 
this is still in doubt. To my mind when a child de- 
velops a fever, or a cold, or infection in the sinus 
of the nose and throat, it is most important that that 
child be kept in bed until the fever is absent. One 
thing the doctor mentioned only slightly, which to 
my mind is of great importance and that is fre- 
quency with which one will have a mastoiditis, often 
without pain or swelling, in which the symptoms 
are of the intestinal type. No doubt Dr. Wylder 
will be able to give us something on that subject, 
which will be of great interest. 


DR. F. D. VICKERS, Deming, N. M.: When Dr. 
Wylder clcses the discussion I hope he will tell us 
what kind of tonsils ought to be taken out, whether 
certain or all of them ought to be taken out, and if 
taken should stubs be taken out also. and if this is 
done, will it prevent rheumatic fever? 

DR. J. M. BRITTON, El Paso, Texas: I want to 
say a word in regard to chorea. I have had a 
number of cases, one in particular a child 9 years 
old, the niece of my office girl, who had chorea for 
two years, the worst case I ever saw. She had 
very badly hvpertrophied tonsils, badly infected, 
but her people hesitated about having them re- 
moved. I told them I could not promise them any- 
thing, but I felt that the tonsils should be removed. 
I operated that child and she was relieved immedi- 
ately and has had no trouble since, though that was 
five years ago. 


In regard to “blind” mastoids. we have one or 
two good men in El Faso. who are very good at 
that. I remember several cases last summer which 
were x-rayed and found immediately. 

DR. C. F. MILLIGAN. Clavton, N. M.: I was 
very much interested in Dr. Wylder's paper. One 
phase I think we should stress and that is the mild 
cases. The severe cases of heart trouble and tu- 
berculosis the doctor has mentioned will be brought 
to the specialists. The parents will realize that 
something is wrong with them and bring them in, 
but the general practitioner sees a few cases that 
are let go. The general practitioner has not time 
to bother with these things. but these cases will go 
on often into serious conditions if not taken care 
of. I think we should instruct our general prac- 
titioners to look after these cases more. We will 
do better work in preventive medicine if we take 
better care of these cases. Verv few of our children 
are seen by the obstetrician; they are usually seen 
by the general man. 
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DR. A. B. STEWART, Raton, N. M.: Relative to 
the effect of heart disease in childhood, the greatest 
authority apparently on this subject today is Dr. 
Still of London, and his method of treatment is 
relatively simple. In childhood the use of salicylates 
is imperative, the same as mercury in syphilis. He 
has recently completed a new book which is most 
interesting and instructive on this subject. 

DR. J. R. LEMMON, Amarillo, Texas: I have 
certainly enjoyed Dr. Wylder’s paper very much 
and came all the way from Amarillo to hear it. I 
am ready to put my shoulder behind the wheel and 
help with this business of preventive medicine. I 
think doctors as a whole, especially general prac- 
titioners, are not enough sold on the idea of pre- 
ventive medicine, and the sooner we are sold on this 
important part of medicine, the sooner we are go 
ing to be able to attain results and satisfy th 
laity. 

In regard to the Dick theory, I have been an en- 
thusiastic user of toxin and antitoxin for sometime. 
I have a little place on my history charts and always 
try to sell this to the people along with whoop- 
ing cough vaccines. My experience with that has 
been that it will immunize people in 40 per cent of 
cases; in therapeutic measures I think it will 100 
per cent. I have a hard job usually in getting pa- 
tients to come back after a Schick test. I keep a 
list on mv desk and have to keep checking them up 
Most of them are very dilatory about coming in. The 
question of tonsillectomy in cases of chorea is al 
most universal. I believe unquesionably tonsil 
lectomy will aid the average choreic child and that 
saline is still the preparation of choice. 

DR. WYLDER (closing): I want to thank you 
for giving my paper such generous discussion. I 
am glad the auestion of “blind mastoid’ was 
brought up. Tht is something we could spend an 
afternoon on. In anv unexplained diarrhea cases 
look at the mastoid and vou may find the cause. If 
a child comes in with an unexplained diarrhea, if 
you will puncture the ear drum the diarrhea will 
clear up. Dr. Britton answered Dr. Vickers’ ques 
tions in regard to tonsils and he ean tell a great deal 
more about tonsils than T can. Still’s works are cer- 
tainly beautiful; he is a most interesting writer and 
I love to read all his books, but he does not advo- 
cate tonsillectomy as much as we do in this country. 
He has said the child should be sent to the seashore 
and on ocean trips before you take out the tonsils. 


We are doing more and more in preventive medi- 
cine with the periodical physical examination and 
now we advise mothers to bring the babies in every 
month in order to supervise their diet and look them 
over and if we could only educate the American pub 
lic to these things a great many upsets could be 
avoided. 


I use toxin antitoxin because it came out first and 
the results are satisfactorv. In regard to getting 
them to come in for the Schick test. I have had the 
same exnerience as Dr. Lemmon. Mv office assist- 
ant keens a record and if thev do not come in, writes 
them a letter to see if the child has developed im- 
munity or not. and a great many of them will re- 
snond. However, a great manv mothers will not 
have their children immunized for diphtheria: the: 
do not have them vaccinated for small nox until 
thev find thev have to have a certificate for them 
to attend schcol. I think as near as I can tell 
ahout 15 per cent of the mothers T talk to about the 
advantages of diphtheria immunization bring their 
babies in for it. I believe, however, as the public 
becomes more and more’ educated, we will have 
better results. 
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SOME UROLOGICAL PROBLEMS OF IN- 
TEREST TO THE GENERAL PRAC- 
TITIONER 
W. F. MARTIN, M. D., 

Battle Creek, Michigan 


(Read before the New Mexico Medical Society, at 
its Forty-eighth Annual Meeting, Raton, N. M., 
June 4, 5, 6, 1930.) 

Diseases of the urinary tract are of inter- 
est to all physicians because of their direct 
and remote connection with the problems in- 
volved in all specialties. The general practi- 
tioner, however, shoulders the greatest re- 
sponsibility, for it is his services which are 
sought by the patient at the onset of symp- 
toms when the pathological lesion is in its 
incipient or early stage of development. In 
no other branch of medicine is the immedi- 
ate recognition of symptoms, the accurate 
determination of their causes, and an early 
therapeutic attack of greater importance. It 
is encumbant upon all of us to be alert on 
all subjects, and profitable for all of us to 
consider frequently the meaning and signifi- 
cance of the outstanding urological symp- 
toms. 


HEMATURIA 


I am prompted to discuss the subject of 
hematuria first, because it is a symptom 
which is, in about eighty per cent of cases, 
due to a serious pahtological condition. Yet 
our records show that the average case does 
not receive a thorough study until this 
symptom has existed on an average of over 
six months, the actual time varying from 
one day to twenty years. This is all the 
more regrettable, particularly in cases of 
tumor, because at the manifestation of first 
symptoms, the disease has already progress- 
ed to an advanced stage. 


The list of diseases to be thought of and 
considered when blood is found in the urine 
is long and varied. It includes lesions of both 
the upper and lower urinary tract as well as 
certain constitutional diseases and conditions 
entirely remote from the kidney. The lesions 
involving the upper urinary tract include tu- 
mors, calculi, tuberculosis, nephritis, pyelo- 
nephritis, hydronephrosis, ureteral stricture 
and bilharzia. In hematuria originating from 
the lower urinary tract the causes may be 
neoplasm, polypi, paoilloma. caruncles, can- 
cer, calculi, acute and chronic infections, ul- 
cers, diverticuli, prostatic adenomas and car- 
cinomas, seminal vesiculitis, and lesions in 
the urethra, such as infections, polypi, etc. 
Hematuria is also found secondary to sys- 
temic disturbances, such as _ hemophilia, 
purpura, scurvy, leukemia, infections, as ap- 
pendicitis, secondary to the administration 
of insulin, toxins from dyes, etc. 
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This is an incomplete list of the diseases 
causing hematuria. While there are many 
causes, and it is necessary to think of them 
all, yet it is important to know that only 
three out of the many,—namely ‘tumors, 
stone and tuberculosis are the existing caus- 
es in eighty rer cent of all cases. Authors 
differ in the relative place in terms of fre- 
quency occupied bv these three diseases. Tu- 
mors happen to take first nlace as the most 
frequent cause in my experience. It is to be 
remembered, however, that in eight out of 
ten cases consulting us for blood in the urine, 
the cause is a serious one and immediate ac- 
tion is necessary for its cure. It is disheart- 
ening to encounter cases varticularly with in- 
operable malignant growths who give a defi- 
nite history of hematuria from six months to 
a year with no effort having been made to 
determin» the cause of the bleeding. On the 
contrary, it is a pleasure to encounter these 
cases at the onset of symptoms, find the 
small tumor, remove it by any one of the ap- 
proved methods and enjoy the sensation of 
having saved a life from terrible suffering 
and an untimely death. Hematuria is the one 
urological symptom which should never be 
disregarded. Neither the patient nor the 
physician should be content until a_ posi- 
tive explanatioin of its cause is known. The 
cause should never be guessed at. It is al- 
most criminal to defer investigation, call it 
a strain, prescribe hexamethylenamine and 
await developments. The batting average 
of its being due to a serious cause in eighty 
per cent of cases is too great an odd against 
us. 


I will not attempt to discuss fully the tech- 
nique of the procedure of study in these cas- 
es. It includes macroscopic, microscopic and 
bacteriological examination of urine voided 
in the three glass test, a thorough physi- 


cal examination, cystosconic examination 
with pvelograms, comrarative function 
tests, etc. While in most cases the location 
and cause of bleeding can be easily and posi- 
tively determined, in others prolonged 
and detailed study is necessary. The very 
best time to make such a study is when the 
bleeding is active. There is great danger 
of error even after a thorough urological ex- 
amination has been made. This is perhaps 
due to an inclination to pass judgment on 
a fogged or poor x-ray rlate or rely upon 
one segregative function test or one bacteri- 
ological examination when experience proves 
that it frequently requires many efforts be- 
fore the exciting cause is definitely found. 
Perhaps the tendency to do this is greater 
in uro’ogy than in some other branches be- 
cause of the discomfort caused the patient 





480 





in obtaining specimens or making the pyelo- 
grams. 
PAIN 


Let us next consider the subject of pain, 
its causes and symptoms. Pain as a symptom 
in diseases of the urinary tract is, in many 
cases, very misleading and because of this re- 
sponsible for many errors. It may vary from 
an intense colicky pain to a simple soreness 
or be entirely absent (even in serious le- 
sions). When it is severe it is demanding 
and impels the patient to seek immediate 
medical aid. Unfortunately the lesions which 
cause the severest pain are the least impera- 
tive so far as the need for radical removal is 
concerned. The passage of a calculus causes 
perhaps the greatest pain yet such a case 
seldom demands an emergency operation. 
The more serious lesions, as_ tuberculosis, 
neoplasm, etc., may develop insidiously for 
months to years with an entire absence of 
pain. In fact, the first intimation the pa- 
tient may have of the existence of such a 
lesion is hematuria, and the first pain caused 
by the passage of a blood clot down the ure- 
ter. This is most unfortunate because both 
of these diseases demand early radical re- 
moval if the patient’s health and life are to 
be conserved. A small and innocent hydro- 
nephrosis may be accompanied by severe 
colicky pain which drives the patient to seek 
immediate assistance while a large hydrone- 
phrosis, so large as to cause pressure atrophy 
of the secreting kidney cells may exist for 
months with no pain. Not only does the type 
and severity of the pain vary greatly but its 
location is more apt to be remote from the 
urological organs than it is to be specifically 
associated with them: The ache in the lum- 
bar region usually intervreted as a sign of 
kidney trouble has led to many diagnostic er- 
rors and is responsible for much self admin- 
istered medication. On the other hand the 
absence of any such pain has allayed anxiety 
concerning the kidneys when in reality they 
were badly diseased and treatment was ur- 
gently and definitely indicated. It has been 
my experience that major kidney diseases 
are accompanied by pain referred to remote 
parts and simulate diseases of other organs, 
particularly the abdominal viscera, more of- 
ten than to the so-called kidney area in the 
lumbar region. Conversely, diseases in other 
organs do cause pain which is referred to 
areas ordinarily interpreted as indicating le- 
sions of the urinary organs. Pain in the 
lumbar region is more often caused by osteo- 
arthritis than by lesions of the kidney and 
similarly some cases of pain in the perineum 
and urethra are caused by lesions of the sa- 
cral bones. 
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Lesions of the kidney may exist with neg- 
ative urinary findings and yet be responsible 
for pain in remote areas as a hypernephroma 
with metastases in the skeletal bones. Be- 
cause of these facts we cannot rely upon or 
place too much confidence upon any certain 
pain, or the absence of pain, when consider- 
ing the urinary organs while making the in- 
voice of our patient’s disability. It is com- 
forting to know, however, that it can be 
proven whether or not any given pain is of 
urological origin. The distention of the renal 
pelvis and ureter with pyelographic media in 
making routine examinations will, as a rule, 
reproduce the patient’s pain and thus impli- 
cate the kidney as a source of that pain or 
serve.as a strong evidence absolving the kid- 
ney in case the pain is not reproduced. In 
view of these facts it should be our rule to 
study the urinary organs in the presence of 
any pain, the cause of which cannot other- 
wise be positively proven. 
DYSFUNCTIONS OF URINATION 

Frequency, urgency, dribbling and all oth- 
er phases of unnatural function of voiding, 
are more or less definite and indicate some 
involvement of the lower urinary tract. 
There is verv little danger of being misled 
bv these symptoms because their indications 
are direct and snecific. It is to be remem- 
bered, however. that we may have very seri- 
ous lesions involvincn the bladder, or pros- 
tate gland witho’+t anv svmvtoms of dys- 
function of vrination. The most frequent 
of such conditions are tumors in the bladder, 
such as papilloma and even carcinoma. The 
so-called auiet prostatic hypertrophv with 
marked ladder distention and even car- 
cinoma of the nrostate. The routine ex- 
amination of the urine showing blood, 
pus. or alhumen, should furnish a_ clue 
which Jeads to the discovery of these 
eenditions: for all such pathological elements 
found in the routine urine examinations in- 
dicate the need of a thorourh cvstoscopic 
study. It is to be remembered that the ab- 
sence of these elements found in any single 
examination of a specimen of urine is not to 
be taken as evidence absolvine the urinary 
organs of all patholovical lesions. Frequent- 
ly a comnvlete negative urinarv report may be 
rendered by the laboratorv in cases of tu- 
mors of the kidney, or bladder. carcinoma of 
the prostate and even in calculi: It is not a 
rare experience to encounter such conditions 
of negative urinary findings with an absence 
of specific symptoms the natient revorting 
for examination because of general debility 
and the presence of these lesions only discov- 
ered by routine examination and these often 
repeated when the case was not satisfactor- 
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ily explained by the first effort. Experience 
has taught us the value of repeating the rou- 
tine examinations of urine at regular fre- 
quent intervals—for pus, blood and albumen 
may show in some specimens and be absent 
from others. 


PROSTATIC PROBLEMS 


One of the outstanding urological prob- 
lems with which we are confronted daily is 
that of the prostate gland. There are a few 
phases of this problem which I desire to em- 
phasize. Its prevalence is not fully appreci- 
ated. Twelve per cent of all men past middle 
life develop some phase of prostatic obstruc- 
tion. Many more men of all ages suffer from 
the direct and remote effects of follicular 
prostatic infections. We will discuss only the 
obstructing lesions. It has been a common 
practice to accept prostatic hypertrophy as 
an element of fate. Patients have been told 
that such trouble sare coincident to old age 
and something which they must accept and 
patiently endure. They have been taught to 
bear the discomfort caused by the obstruc- 
tion as long as they can before resorting to 
radical measures for relief. I believe this to 
be a bad policy. The gradually increasing 
nocturia, starting with once a night and in- 
creasing to five or more times, is very dis- 
turbing to restful and restoring sleep. The 
back pressure of the progressively increas- 
ing amount of residual urine seriously inter- 
feres with kidney function and urinary re- 
tention products increase in the blood. These 
are toxic. They produce all the signs and 
conditions of senility, chief of which is in- 
creased blood pressure with renal, arterial 
and myocardial degeneration. Infections are 
bound to develop in the stagnant urine, 
stones are apt to form, the bladder wall be- 
comse thickened and trabeculated, and di- 
verticuli form and gradually enlarge. The 
longer the obstruction exists, the more pro- 
nounced these complications become so that 
by the time the symptoms are unendurable 
not only the urinary organs but other vital 
organs, especially those of the circulatory 
system, have become permanently and ir- 
reparably damaged. Such an advanced path- 
ological state greatly increases the mortal- 
ity rate and even worse, makes impossible 
normal functioning organs even in those who 
survive the extra hazard of the operation. 
This picture of delayed action in cases of 
prostatic enlargement becomes all the black- 
er when we consider that eventually twenty 
per cent of them become malignant. The in- 
creasing number of these cancer cases apply- 
ing to the urological clinics today is appall- 
ing) While most of these are malignant from 
the start there are others which develop in 
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the advanced adenomas. Not only all of this 
later type, but all of the above mentioned 
complications could be prevented if the ob- 
structing prostate were removed early. 
Consider ‘the advantages of early re- 
moval. The patient is usually a good surgical 
risk, the operation can be done in one stage, 
the average hospital confinement is eighteen 
days, there are rarely any complications, 
and the patient is rewarded with normally 
functioning results. Contrast this with de- 
layed action. The greater hazard, with the 
higher surgical mortality rate, a two stage 
operation with a much longer period of hos- 
pitalization, the greater tendency to serious 
post-operative complicatioins and the unsat- 
isfactory functional results following. 


In a consideration of these facts I am sure 
justice will demand that we advise our pa- 
tients to attack with radical measure their 
prostatic problems at an early age. It is bet- 
ter to do this when they can than to wait un- 
til they are forced to. 

I be'ieve that urologists are making a 
great contribution to race betterment by 
conserving the health and vigor and by ex- 
tending the days of active service of many 
old men whose advanced age has enabled 
them to accumulate knowledge and develop 
wisdom. Every patient complaining of noc- 
turia, with hesitancy, diminished stream, or 
urgency, should have a careful examination. 
All such cases are not due to true hypertro- 
phy. Many of them are simply congested 
glands which, if not relieved, become infect- 
ed and definite hyperplasia develops. Simple 
bar obstruction is responsible for these 
symptoms in many cases. This condition is 
now simply, safely, and efficiently removed 
by the cautery punch technique. By this 
method, applied early, many more serious 
operations, which later become necessary, 
may be prevented. 

The cancer phase of this prostatic problem 
is worthy of more detailed discussion. I can 
only invite your attention to the large inci- 
dence of this condition and urge that it be 
thought of in connection with the physical 
invoice of every man past forty-five. Let me 
explain that many of these cases are well ad- 
vanced before any clinical symptom devel- 
ops: It is not unusual to encounter patients 
whose only symptoms are caused by metas- 
tatic growths in the bones and who have no 
symptoms of dysfunction of urination and 
no abnormal findings in the urine. This is 
the treacherous phase of this problem. Can- 
ver of the prostate may insidiously develop 
into an advanced stage without producing 
any local symptoms. In the majority of cases 
it can be detected by rectal palpation. It is 
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characterized by a flatness and definite 
hardness. It is more or less fixed and has an 
indefinite border outline and at times dis- 
tinct, localized indurated areas. There are 
cases in which the malignancy develops in 
the center of an adenomatous gland. These 
cannot be detected in their early stage by 
any method of examination. which is a big 
argument in favor of the early removal of 
all adenomatous glands. While malignancy 
of the prostate may exist even with the en- 
tire absence of any disturbing symptoms, in 
contrast to this we may have marked dis- 
turbance, as nocturia, dysuria, frequency, 
urgency, pain, priapism, etc., when the pros- 
tate may feel very small, no marked indura- 
tion detectable, and there is practically no 
residual urine, the symptoms being all out 
of proportion to our examination findings. 
Here, again, the final answer is to be had 
only by repeated observations and study. Pal- 
pation of the prostate through the rectum 
ought to be made a part of every general ex- 
amination. 


TUBERCULOSIS 


We will not attempt an extensive discus- 
sion of urinary tuberculosis. The big prob- 
lem with this, as in all of the others to be 
emphasized, is an early diagnosis. Fortunate- 
ly renal tuberculosis is usually unilateral at 


tirst. Tuberculous lesions of the kidney may 
develop very insidiously and continue until 
the kidney is extensively involved before any 
outstanding symptoms become manifest. 
We must bear this disease in mind in every 
case presenting symptoms of frequency, 
urgency and burning, particularly when such 
symptoms are accompanied by a few pus 
cells in the urine that is sterile to culture. 
After hematuria and the aggravating blad- 
der symptoms develop the lesion is apt to 
have become very extensive, involving the 
ureter, bladder and sometimes the other kid- 
ney, making the securing of perfect thera- 
peutic end resuits impossible. One must re- 
member the great ditficulty in finding the 
Koch bacillus in the urine as well as to 
demonstrate a lesion in all early cases 
by any and all of the urological methods. 
Negative findings in a suspicious case should 
never quiet our suspicions. Repeated efforts 
will reward us, by ultimately proving our 
contentions it the lesion actually exists. It 
is easy to establish a diagnosis with urologi- 
cal methods in advanced cases by pyelo- 
graphy, comparative function tests and bac- 
teriological studies. One can make quite an 
accurate and dependable diagnosis by such 
methods even when the positive evidence of 
actually finding the tubercle bacilli is ab- 
sent. 
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SUBMUCOUS ULCER 

Let me invite your attention to one other 
urological problem which is quite common 
and very frequently unrecognized. Submu- 
cous ulcers of the bladder sometimes known 
as “elusive ulcer of Hunner” is not an un- 
common condition. It is quite largely con- 
fined to women and occurs in mid life. The 
outsianding symptom is frequency, varying 
from a few minutes to an hour or so. It is 
practically the same day and night. There 
is marked urgency with a contracted bladder 
having a capacity of only one or two ounces. 
The bladder is very painful when full, in fact 
sufficiently so to demand immediate empty- 
ing and this oftentimes leads to incontin- 
ence. There is little variation of symptoms 
from day to day. 


Unfortunately for the victim of this af- 
fliction, there are few coexisting signs or 
findings and the symptoms are all out of 
proportion to any demonstrable pathological 
lesions. There may be no abnormal constitu- 
ents in the urine, such as pus, blood, albu- 
min, etc., and it may even be negative to bac- 
teriological culture. The x-ray findings and 
kidney function tests may also be normal 
and yet the symptoms are outstanding and 
always present. The woman is usually ner- 
vous and because of this and the negative 
findings she receives a diagnosis of a “ner- 
vous bladder.” In these cases it is usually 
the bladder disability that makes the woman 
nervous and not the nervous woman that 
makes the irritable bladder. It is even some- 
times difficult to make a diagnosis in such 
cases by a careful cystoscopic examination. 
The ulcers are not always visible. For this 
reason they have been called “elusive ul- 
cers.” Repeated efforts, however, are re- 
warded by findings of a localized reddened 
area with an irregular margin from which 
small distended vessels may be seen radiat- 
ing out for a few millimeters. These cases 
can be relieved by the elimination of all focal 
points of infection, proper hygiene, particu- 
larly colon hygiene, along with over disten- 
sion of the bladder under gas anaesthesia or 
fulguration of the ulcer. I find it profitable 
to keep these patients in bed for a week af- 
ter the fulguration, with an indwelling cath- 
eter for drainage: and the injection daily of 
one ounce of one per cent mercurochrome. 

RESIDUAL URINE 

The last urological problem I wish to dis- 
cuss is that of residual urine,—its causes 
and effects. Residual urine, meaning the 
amount left in the bladder following mictura- 
tion—when an effort was made to complete- 
ly empty—may vary from one dram to sixty 
or more ounces and exist without attracting 
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serious attention to the bladder. Symptoms 
when present are not always in keeping with 
the amount of residual. A small quantity 
may be the cause of active symptoms; a 
large amount may be present without direct 
symptoms. Numbering among the conditions 
interfering with complete emptying of the 
bladder may be, obstructions at the bladder 
neck, such as enlargements of the prostate 
due to infections, hypertrophy and tumors, 
seminal vesiculitis, obstructions in the ure- 
thra, as calculi, strictures, polypi, papillo- 
mas, and atonic bladders secondary to a dis- 
turbance of the central circulatory nervous 
system such as tabes, syphilis, malforma- 
tions, spina bifida, etc. Again this is not a 
complete list but it is given merely to show 
that when residual urine is demonstrated one 
should not attempt to explain its cause with- 
out making a thorough investigation. I wish 
to emphasize the importance and value of 
making routine efforts to determine the de- 
cree with which the bladder empties itself, 
as a part of all urological examinations. The 
technique is so simple and devoid of danger 
when the proper method is followed. Cath- 
eterization should be carefully and aseptical- 
ly done immediately after voiding. The pa- 
tient must be instructed to completely empty 
the bladder. The amount obtained should be 
collected in a sterile container in order to 
provide material for bacteriological study. 
After draining the residual the injection of 
one ounce of a five per cent solution of 
argyrol into the bladder serves two very use- 
ful purposes, prophylaxis against infec- 
tion, and to determine the ability of the blad- 
der to empty itself. The argyrol should be 
totally eliminated at the first micturation. 
The number of times it is manifest in after 
voidings presents positive evidence not only 
of residual but is an index to the degree of 
emptying. It further serves as a means of 
impressing the patient with the facts involv- 
ed. There are two very important precau- 
tions which must be emphasized, a rigid ac- 
centic technique, and never to drain off 
over eight ounces from a bladder retaining 
more than that amount. The cause of a given 
case of residual urine can usually be deter- 
mined by simple bladder cystoscopy. Evi- 
dence of an obstructing prostate, diverticuli, 
incompetent orifices, etc., can as a rule be 
easily detected. There are cases though when 
the causes cannot be seen through the cys- 
toscope. In such cases a cystogram offers 
great aid not only in presenting the evidence, 
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or demonstrating the cause, but definitely 
determining the degree or extent of the le- 
sion. Particularly is this true in incompetent 
ureteral orifices, small diverticula, etc. A 
plain plate should always be made before 
the injection of the opaque media in order to 
determine any orthopedic lesion of the lower 
spine, or any calculi in the urinary tract, 
should they exist- Thorough physical and 
neurological examinations are just as neces- 
sary in all of these cases as in any other ob- 
secure condition and by it the underlying 
cause of the patient’s urinary symptoms can 
frequently be determined. The systemic ef- 
fect produced by residual urine varies with 
the cause producing it. There seems to be 
more reflex effect upon the kidney function 
when an obstructing prostate is the cause. A 
much larger amount of residual urine caus- 
ed by a diverticulum of the bladder may give 
rise to much less disturbance than an equal 
or less amount produced by an obstructing 
prostate. The most serious effect of residual 
urine is its predisposing factor to infection 
and to the formation of calculi. Any bladder 
which cannot empty itself at each mictura- 
tion is quite prone to infection and stone. We 
serve the best interest of our patients by 
avoiding these complications which can eas- 
ily be accomplished by discovering and elim- 
inating the cause of the residual urine before 
any of these complications develop. It is to 
be remembered that the title of this paper 
is “Some urological problems” and this is 
not to be considered a discussion of all the 
urological problems of interest to general 
practitioners. 


CONCLUSIONS 
1. In conclusion, let me emphasize the im- 
portance of giving the urinary tract a thor- 
ough study when making the annual physi- 
cal examinations of our patients. 
2. To make such a study includes more 
than the simple examination of the urine, 
and palpation of the organs. 


3. Symptoms are very unreliable and may 
be misleading and are not to be depended 
upon for a diagnosis. 


4. While certain symptoms may be dif- 
ficult to explain, the answer may be had by 
persistent and painstaking efforts. 


5. Impending trouble discovered before 
it becomes imperative is more conservative- 
ly and successfully dealt with, than to wait 
until the condition becomes demanding. 


6. One should always think of the urin- 
ary tract as a possible source of any pain 
which cannot be otherwise positively ex- 
plained. 
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FACTORS OF SAFETY IN THYROID 
SURGERY 
A. B. COOKE, M. D. 
Los Angeles, Cal. 

(Read before the Southern California Medical 
Association, Santa Ana, April 4th, and 5th, 1930.) 

It is not pro»able that the very large in- 
crease in surgical operations on the thy- 
roid gland, during the recent past represents 
an actual increase in the incidence of gio- 
trous disease. Rather, it is to be interpret- 
ed as indicative of the rapid increment which 
has taken place with reference to surgery in 
general. True, surgical attack upon the thy- 
roid is far more frequent now than former- 
ly, but so is surgical attack upon every other 
organ and portion of the body. And this 
surgical-mindedness has been and is accom- 
panied by conspicuous hazards and penalties. 
Instead of the decrease in mortality which 
would naturally be expected to attend larg- 
er experience, quite the reverse has occurred, 
because, undoubtedly, the experience has 
been distributed among such an increased 
number of different operators. 


The mortality rate of all surgery is higher 
today than at any time within the past quar- 
ter of a century. This is notably true of thy- 
roid surgery. Two decades ago it was gen- 
erally accepted that this constituted a high- 
ly specialized field which only a relatively 
few cared to invade. As a result the mortal- 
ity rate in the hands of those few steadily 
dropped from ten per cent to one per cent or 
less. Today, taken in the aggregate, it is 
again at or above ten per cent. 


These are not pleasant thoughts. If true, 
they should give us serious pause. Surgery 
and the surgeon exist for the patient, not 
the patient for surgery and the surgeon. 
When this idea is fully assimilated one of 
the chief grounds of the criticism and cen- 
sure from which our profession is suffering 
at the present time will be effectually re- 
moved. 


One other preliminary observation. An- 
atomy is and must continue to be the essen- 
tial basis of successful surgery. Intimate, 
exact, comprehensive knowledge of the re- 
gional anatomy of the neck is a fundamental 
requisite if these patients are to have a 
square deal at our hands. To remove a goi- 
ter is one thing. To remove it—just the 
amount it should be removed—without dan- 
ger or damage to important contiguous 
structures is quite another story. 


The factors which make for safety in thy- 
roid surgery constitute a very large sub- 
ject. Mention will be made here of only a 
few of them which seem of outstanding im- 
portance. 
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STUDY OF THE CASE 

Undoubtedly this is the chief desider- 
atum in these cases. The vital question is 
not to determine the presence of a goiter. 
Usually this is sufficiently obvious at first 
glance. What we seek first to know,— 
what the safety, always, and often the life 
of the patient depend upon,—are the history 
of the case, the care and completeness with 
which it is elicited and digested, and the 
thoroughness with which the physical exam- 
ination is made. To be of real value all of 
these must include the patient as well as the 
goiter. What is the condition of the patient’s 
general health? To what extent have the 
heart and other vital organs been impaired” 
What is the present degree of toxicity as in- 
dicated by a reliable basal metabolism test? 
Has the patient been taking iodine, and, if 
so, in what form and dosage, when and how 
long? Does the goiter cause pressure symp- 
toms? Is it embarrassing by reason of its 
size? Is it definitely or probably substernal” 
Will the case be best handled by surgical in- 
tervention? If so, what length and what 
kind of preparatory treatment will be neces- 
sary? And so forth. These and many other 
questions of the utmost importance arise in 
every case. Until we have placed ourselves 
in position to answer them, all of them, in 
each instance we are not in position to jus- 
tify the confidence patients repose in us 
when they seek our aid. 

PREPARATION OF THE PATIENT 

I do not hesitate to say that in the major- 
ity of cases the preparation of the patient is 
fully as important as the operation itself. 
Possibly more so, because the mechanical 
steps of a given surgical procedure may, by 
repetition, become largely matters of sim- 
ple routine, while the subtle considerations 
involved in selecting the most favorable 
time for operation must be determined sep- 
arately in every individual patient. Surgi- 
cal judgment, that intangible factor which 
is so essential to successful surgery, plays a 
more vital part in preparing the patient and 
choosing the time to operate than does dex- 
trous handling of scalpel and sutures. 

One point in this connection shouid be 
especially emphasized, namely, that the 
time spent in preparatory treatment is not 
often wasted. Generally speaking, there is 
nothing to be gained by haste. Far better 
delay a few days longer than absolutely nec- 
essary than to hurry into eperation even a 
single day before the most propitious time 
has arrived. 

Every surgeon who handles these cases 
at all frequently is likely, rather early in 
his experience, to adopt certain rules to 
guide him in deciding when it is safe to op- 
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erate. Of course I mean principles rather 
than inflexible rules. Personally, I confess 
to a decided reluctance to proceed with the 
operation until the basal metabolism read- 
ing has been reduced below plus fifty and 
the pulse rate below one hundred. To bring 
about these favorable conditions sometimes 
requires much patience on the part of all 
concerned; but the time so spent is seldom 
a real loss and the added sense of security 
more than compensates for the delay. 


CHOICE OF ANESTHETIC 

Much of the forevoing consists of gener- 
alities. Such pronos'‘tions as “study of the 
ratient” can not be reduced to definite for- 
mula. Individvalization in each and every 
case is the only means by which the pa- 
tient’s welfare may be effectually safeguard- 
ed. 

Choice of anesthetic is a question that 
nermits and invites a more concrete discus- 
sion. And there is much that should be said 
uron the subject, for the outcome of the op- 
eration is always at stake, and especially so 
in hyperthyroid cases. 


In general terms we may say that two 
very different types of cases are encoun- 
tered, the simple or non-toxic, and the hy- 
perthyroid or toxic cases. In the former, my 
nersonal preference is local anesthesia alone, 
and I find myself emploving it to a constant- 
ly imereasing extent. It is true that the 
method makes many exacting demands in 
technic and finesse; but there is a degree of 
satisfaction attending its use which far over- 
halances any incidental difficulty or disad- 
vantage. 

The conditions are radically different in 
the toxic cases. Here the extreme mental 
alertness and the keyed-up emotional state 
render the ratient peculiarly susceptible to 
the evil effects of external stimuli of every 
kind. Mere contemplation of the approach- 
ing ordeal is sufficient to cause grave dis- 
turbance, which the sights and sounds of 
the operating room serve to exaggerate tre- 
mendously. There can be no doubt that the 
danger and the mortality rate are definite- 
ly increased by these factors. 

It admits of no question that the ideal 
way to manage the hyperthyroid case is to 
protect the patient from these untoward in- 
fluences by every means in our power. Crile 
recognized this truth years avo and his so- 
called anoci-association method was the out- 
come. Careful observation of the details of 
this method renders it possible literally to 
“steal the goiter.” Unfortunately, few hos- 
pitals afford the necessary facilities for car- 
rying out this ingenious plan and most of us 
can take advantage of it only by resorting 





to expedients which in reality are merely 
makeshifts. 

The introduction of the new drug, sodium 
amytal, has done much to improve the situa- 
tion and make it possible for all of us to util- 
ize the principles involved in the Crile meth- 
od. By the proper use of this agent patients 
may be tided over the entire operative pro- 
cedure with a minimum of disturbance and 
without inducing harmful reactions of any 
kind. — 

Sodium amytal is a hypnotic. Within the 
limits of safe dosave it is not an anesthetic 
nor an analgesic. This fact should be kept 
constantly in mind. The only evil effects 
reported which could fairly be attributed to 
the remedy—and the cases are surprisingly 
few in number—have occurred in instances 
where injudicious doses were employed. 

The drug is given intravenously only. The 
amount required varies from seven to fif- 
teen grains. It acts with remarkable prompt- 
ness, the patient falling into a profound and 
apparently natural sleep while it is being,ad- 
ministered. This is the indication that 
enough has been given. Nothing more than 
a state of unconsciousness should be ex- 
pected or sought. The sleeping patient may 
be transported to the operating room, the 
supplementary anesthetic, local or general, 
started and the operation completed without 
the patient knowing that anything has oc- 
curred until she awakens in her accustomed 
surroundings some hours later and inquires 
what it is all about. 

My experience with the method described 
embraces some twelve or fifteen cases, all 
within the past nine months, in none of 
which were observed any alarming or even 
disquieting effects properly chargeable to 
the sodium amytal. After a moderate tem- 
porary fall the blood pressure remains un- 
changed and the pulse rarely rises more 
than ten beats throughout the entire opera- 
tion. 

I am impressed that as a rule it is better 
to supplement the sodium amytal with gen- 
eral than with local anesthesia. Much less 
of the nitrous oxide or ethylene will be found 
necessary. Ether I do not advocate for this 
or any other purpose when a competent an- 
esthetist is available. The objection to local 
anesthesia as an auxiliary is based on the 
fact that the cooperation of the sleeping pa- 
tient can not be enlisted and, unless the 


surgeon is especially skilled in the technic 
of the local method, disconcerting reflex 
movements and restlessness on the part of 
the patient are apt to occasion both delay 
and embarrassment. 

Finally, in this connection let me strong- 
ly reeommend that the 
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486 


this new agent be invariably in the hands of 
a trained anesthetist. Properly considered 
it is not a part of the surgeon’s job. Person- 
ally, I should no more think of resorting to 
it without the services of the anesthetist 
than of undertaking a thyroidectomy with- 
out an adequate supply of artery forceps. 
THE OPERATION ITSELF 

As suggested in my introductory remarks, 
thyroidectomy is not a simple operation. A 
surgeon friend said to me only a few days 
ago that he could not understand why any 
sane man would choose to snecialize in this 
field; that the numerous vroblems involved 
were too serious and intricate for comfort; 
and that he much preferred. both for his 
own sake and for the patient’s to remove a 
gallbladder, or an appendix, or a uterus, be- 
cause when he was through with one of 
these procedures he could he sure that it 
was fin‘shed and that he had done only the 
correct things. A vast amount of important 
truth underlies those frank observations. To 
know what and how much to remove in a 
thyroidectomy are auestions no more weifh- 
ty in their import than to know what and 
how much not to remove. 

Lest T be chareed with vresumvtion, I 
shal! no+ enter into discussion of the da- 
tails of surgical technic. Tnstead, let me con- 
clude by simvly mentioning a few salient 
points: é 

1. Oneration on the thyroid oland should 
alwavs be annroached with a keen sense of 
resnonsibility and 9 full annreciation of ev- 
erv tissne and structure in the neck, realiz- 
ine that it is as imnortant to conserve cer- 
tain of them as it is to attack certain others. 

2. Gentlenecs of maninulation is necu- 
liarly essential in this work. The amount of 
traumatism inflicted is alwavs reflected in 
the patient’s condition hoth during and at 
the termination of the overation. 

3. Speed but rot hacte is hichlv desir- 
able. Excessive time consmed in an opera- 
tion is also apnarent in the patient’s condi- 
tion when the ordeal is over. 

4. Hemostasis should be comnlete at all 
stages of the oreration. T’ndue loss of blood 
adds danger and davs tn the convalescence. 

5. Iam firmlv corvinced that, with rare 
exceptions. nrovision for drainage should be 
made in these cases. When it is omitted 
there is ant tn be considerable rise of tem- 
perature during the first week and the 
wound will often have to be opened for this 
purpose. 

6. There is no oneration in the entire 
range of surgery which is attended by such 
sveedy and spectacular benefit to the pa- 
tient. This is often noticeable from the first 
day in the tempered heart action and more 


SOUTHWESTERN MEDICINE 


tranquil facial expression. More than this, 
it is not infrequently as truly a life saving 
procedure as the removal of a gangrenous 
appendix. 





AN ATYPICAL CASE OF NEURO- 
SYPHILIS WITH NEGATIVE 
SEROLOGY. 


R. C. KIRKWOOD, M. D. 
Medical Director, Apache Powder Company, 
Benson, Arizona 

F. C., male. Mexican, age 23, married, employed 
by Apache Powder Co. during the past 11 years, 
was referred to me by the company, June 24, 1930, 
because of difficulty in walking. 

Family history. Father died at 47 years of un- 
known cause, after a febrile illness of several 
weeks duration; had always been healthy, was not 
given to the excessive use of alcohol. Mother living 
and well, aged 45, resides in Sonira. Mexico. No 
history of alcoholism, epilepsy or other nervous or 
any mental disease in family. Wife and one child, 
aged two years, living and well. One child died of 
unknown cause when 25 hours old. Wife has not 
had any miscarriages. 

Personal history. Born in Old Mexico. Patient in- 
sists he has never had any of the acute infections 
of childhood, and that he has never had any seri- 
ous illness, operation or injury. Ercept for a rare 
headache or a “cold” of a day or twos duration has 
never been ill and, in the more than 11 years em- 
ployed by the company, he never consulted the 
company physician until the onset of present ill- 
ness, June 24, 1930. Patient denies veneral disease; 
states he has never used alcohol to the point of 
intoxication and never regularly. Denies the use 
of narcotics or hypnotics or any drug at any time. 

Present illness. Patient insists the onset was sud- 
den, that he never noted any difficulty in walking 
until June 23, 1930, the day before he reported to 
the company physician, but reliable witnesses who 
have known patient for years, state they have noted 
a peculiarity in his gait becoming gradually more 
marked over a period of one and a half to two years. 
Patient’s chief complaint was difficulty in walking 
interfering with the performance of his usual work, 
a difficulty which he insisted was due not to weak- 
ness but to lack of co-ordination of his limbs. Pa- 
tient says, he has, and has had, no headaches, di- 
plopia, dizziness, palpitation, dyspnea, dysphagia, 
jaundice, tinnitus, otitis, tonsillitis or sinus disease, 
no cough, expectoration, hemoptysis or pluerisy, no 
abdominal pain or tenderness, no diarrheal diseases 
Appetite and digestion good. Bowels regular; vision 
normal; hearing unimpaired; no urinary disturb- 
ance; no edema. 

There is a negative history suggesting syphilis, 
possibly hereditary. 

Physical examination. Patient is a fairly well de- 
veloped, moderately well nourished, adult, male 
Mexican. Mucosa appears somewhat pale. Skin 
shows scattered areas of vitiligo, varying in size. 
over entire body, which he says he has had as long 
as he can remember. There are no trophic changes 
in the skin and no scars suggestive of a healed 
primary lesion, no pigmentation suggesting healed 
secondary eruption, no mucous patches. 

There is no general adenopathy; thyroid is not 
enlarged; there is no abnormal sweating, no tache cr 
other evidence of pathology of the ductless glands 
or of the vegetative nervous system. Heart and 
lungs appear normal. There is no arteriosclerosis. 
Blood pressure is systolic, 94-100; diastolic, 60-64. 
Genito-urinary system, negative. Repeated urinaly- 
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sis shows amount normal; urine amber, clear; 
acidity normal; sp. gr., 1014 to 1022; no albumin; 
no sugar; no acetone; no casts or _ cylindroids. 
Gastro-intestinal tract negative; no messes; no 
scars, liver and spleen not palatable. Extremities 
normal; no flat-foot, no deformities, no muscular 
atrophy or hypertrophy; mobility of all joints un- 
impaired. 

Neurologic examination. Cranial Nerves No. 1: 
No evidence of disturbance of sense of smell. No. 2: 
Vision unimpaired, fields normal, no hemianopsia; 
Fundi and retinae normal; no lesions of blood ves- 
sels; nerve head distinct in outline, appears nor- 
mal. Nos. 3. 4 and 6: No. ptosis; ocular movements 
good in all directions; no squint; no nystagmus; 
pupils equal, round, contracted, react perfectly to 
accomodation but very sluggishly to light, and 
only to the very brightest, most concentrated light 
at all; to the light of a flashlight or opthalmoscope 
no reaction occurs. No. 5:No disturbance of sensa- 
tion of face; masseters and temporals contract 
normally and equally. No. 7: Face symmetrical; no 
impairment of motility except that the left side of 
mouth is drawn a litle farther outward when show- 
ing teeth with jaws together. No. 8:Hearing unim- 
paired; no tinnitus or vertigo; fork tests normal. 
Nos. 9 and 10: Swallowing not impaired; palate 
moves evenly; sense of taste unimpaired; vocal 
cords show no pathology, their function unimpaired. 
No. 11: Sterno-mastoids and trapezii contract 
strongly and equally. No. 12: No atrophy of tongue, 
no tremor: tongue protrudes centrally and evenly. 

Motor System. Station decidedly impaired, tends 
to stand upon a wide base with feet apart. Rom- 
berg markedly positive. Standing on one foot with 
eyes open, shows marked impairment of equilibrium. 
Patient walks with feet wide apart, with very defi- 
nite uncertainty, constantly looking down at his 
feet; turns quickly and with difficulty—a very 
typical ataxia. There is no endency to fall in any 
particular direction, no propulsion or retropulsion. 
No tremor, no athetosis, no twitching or rythmic 
movements. No loss of power in any group of mus- 
cles. Coordination markedly impaired in arms and 
hands, as well as feet and legs, by all usual tests. 
Incoordination in heel-to-knee tests, more marked on 
right side. No adiadokokinesis. 

Knee jerks diminished when first seen, later ap- 
parently equal and adequate. Jaw, palatal, abdom- 
inal, cremasteric and vlantr reflexes present. Biceps, 
rticeps and radius reflexes absent. Achilles reflexes 
present and equal. There is no clonus, Babinski, 
Gordon or Oppenheim. Micturition and defecation 
unimpaired. 

Sensory System. No subjective disturbances. No 
impairment of pain or temperature sense. Vibra- 
tion sense appears to be less acute in left leg than 
in right. No tenderness of peripheral nerves. Posi- 
tion sense poor in both arms and legs. Pinching 
Achilles tendon produces normal pain. Petient dif- 
ferentiates between knife and pencil placed in his 
hand, with eves closed, but is slightlv astereognostic 
for coins. mistaking a silver dollar for a quarter in 
— and a dollar for a half doller in right: 
and. 

Mental Examination. Essentiallv negative. Well 
oriented for time, place and people; insight good: 
general and special memory good for one who had 
onlv 2 few years in school; no illusions or delusion 
no hallucinations (visual or auditory); resnonse 
to ethical anestions perfect. Patient rather intro- 
spective and anvnears to enjoy being examined by 
so many phvsicians and by so many methods. 

L-boratorv Findings. Blood and sninal fluid Was- 
sermann and Kahn tests repeatedly negative at: 
three labor-tories. Colloidal gold curve normal 
Spinel fluid not under pressure, cells 3 to 7: 
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Serum globulin, none at any test in any laboratory. 

Blood shows 4,500,000 to 5.200,000 R. B. C.,; 
hem. 55 per cent to 75 per cent; 6,500 to 7,800 W. 
B. C.; differential count normal. 


Urine: lemon to amber, clear, acidity normal, no 
sugar, no acetone, no cases at many examinations. 


X-ray shows no pathology of hip or pelvic joints, 
nor of the bones entering into these joins or of 
the long bones of the lower limbs. 

Diagnosis: Neuro-syphilis, tabes dorsalis. 

DISCUSSION 
The case presents the following points: 
Ataxia of sensory type; 
Marked Romberg; 
Argyll Robertson pupil-reaction only to 
very brilliant light and that very slug- 
gish; 
Incoordination of arms and legs; 
. Absent deep reflexes in arms, 
ished in legs (knee jerks) ; 
Imraired position sense in arms and 
legs; 

7. Slight astereognosis ; 

8. Spinal fluid and blood, negative. 

The symptoms and neurological findings 
al! point conclusively to a degenerative pro- 
cess in the posterior columns of the spinal 
cord (columns of Goll and Burdock) in a 
relatively early stage, with the finding of 
an early Argy!l-Robertson pupil. These find- 
ings are those common to neurosyphilis of 
the tabetic type. The sudden onset claimed 
by the patient, but disproved by other ob- 
servers, suggests the possibility of multiple 
sclerosis; but the absence of confirmatory 
evidence—especially the presence of abdom- 
inal reflexes, the absence of intention tre- 
mor, of speech disturbance and of nystag- 
mus—makes this diagnosis untenable. The 
negative b'ood and spinal fluid appears to 
militate against neurosyphilis but it must 
be remembered that seven per cent of very 
definite tabetics studied by Kaplan were 
found to be serolovically negative, and this 
case is apparently one of that seven per cent. 

The question of etiology has been of espe- 
cial interest in this case, in that the sugges- 
tion was made that, the man having been 
employed in the manufacture of explosives 
for more than eleven vears, his symptoms 
might be the result of his constant exposure 
to sodium nitrate or the dust or fumes there- 
of. However, study of the effects of ex- 
posure to this chemical prove that, when it 
“auses symptoms at all (which is extremely 
rare) it is a respiratory irritant, the symp- 
toms being cough, expectoration and even 
hemoptysis, but in no case has it caused any 
damage to the central nervous system. Oth- 
er employees of the Apache Powder Com- 
rany exposed to sodium nitrate as long or 
longer than the patient, have never devel- 
oped similar or any symptoms. Replies from 
the medical directors of E. I. duPont, deNe- 


dimin- 
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mours & Co., of Hercules Powder Co., are to 
the effect that in a very large experience 
covering many years in the manufacture of 
explosives, employing many men, no symp- 
toms have been encountered which could be 
ascribed to exposure to sodium nitrate. The 
office of the Chief of Chemical Warfare 
Service, U. S. Army, reports no such symp- 
toms have ever been revorted from exposure 
to this substance (sodium nitrate) and the 
Library of the Surgeon General, U. S. Army, 
reports no cases of record in the literature of 
any symptoms referable to the central ner- 
vous system due to sodium nitrate. There- 
fore, the question of exrosure to sodium ni- 
trate as the cause of the symptoms which 
this case presents, can be dismissed as im- 
possible. 

The diagnosis stated above—neurosyphi- 
lis, tabes dorsalis—hes heen concurred in by 
Dr. E. A. Duncan, El] Paso, Texas, and Dr. 
N. C. Bledsoe, Bisbee. Ariz., after careful 
study of the case and observation in hos- 
pital. 

The case is of interest because of the defi- 
nite clinical picture it presents in svite of 
the entire lack of serological confirmation. 

TREATMENT 

Patient has been on what in the past has 
been called “mixed treatment’, mercury 
and iodides orally without notable effect as 
yet, except possibly some slight improve- 
ment in general condition. notably increase 
in percentage of hemoglobin. At present he 
is being intensively treated with intrave- 
nous neo-salvefsan and intramuscular in- 
jections of bismuth salicylate, gr. 2, per am- 
pule. 

PROGNOSIS 

Guarded: the symptoms presented may 
become progressively worse in spite of the 
active treatment he is now receiving. 





DIAGNOSTIC OPEN FORUM 


I. CASE OF ORTHOPNEA 


(No. 15351, Case Records of the Mass. Genl. Hosp., 

from N. E. J. of Med., Aug. 29, 1929, p. 424.) 
Case Record 

A Portuguese Negro from the Cape Verde Islands 
fifty-six years old entered January 30 complaining 
of orthopnea of ten days’ duration. The history, 
brief as it is, had to be obtained by leading ques- 
tions because of his orthopnea, discomfort, language 
difficulty and lack of intelligence. 

For a month before admission he had had increas- 
ing dyspnea. Medicines given by his physician gave 
no relief. Ten days before admission he began to 
have cough with half a cupful of white frothy spu- 
tum a day. For a week he had had palpitation, a 
feeling of drowsiness, and anorexia due to epigas- 
tric pain and fullness whenever he ate or drank, 
and had not been able to lie down, but had slept in 
a chair. Once he vomited. For a week his urinary 
output had been small. Recently he had noticed a 
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tightness in his chest. The day of admission he no- 
ticed flecks of blood in the sputum. 

He had always been strong. Like everyone else 
in the Cape Verde Islands, he had had many fevers 
lasting two or three days. He had been in Massa- 
chusetts for eighteen years. Thirteen years before 
admission he had a penile lesion that cleared up in 
a week. He denied all other symptoms of venereal 
disease. For seven months he had urinated once at 
night. His bowels were constipated. 

Clinical examination showed a _ well nourished 
man, very dyspneic and orthopneic. Teeth bad. 
Marked pyorrhea. Apex impulse of the heart not 
seen or felt. Left border of dullness 10 centimeters 
from midsternum, 2 centimeters outside the mid- 
clavicular line, right border 3 centimeters, supra- 
cardiac dullness 5.5 centimeters. At the apex was 
a soft systolic murmur and a loud early diastolic; 
at the base a louder systolic and the same early 
diastolic heard also along the left border of the 
sternum. Rhythm regular. Sounds of good quality. 
Pulses normal. Artery walls palpable and tortuous. 
Blood pressure 140/50. An electrocardiogram show- 
ed normal rhythm, rate 100, rather low T waves. 
Expansion of the right lung greater than the left. 
Crepitant rales throughout the left lower lobe pos- 
teriorly. Liver dullness increased downward below 
the costal margin. Tender right upper quadrant, 
The patient resisted palpation here. There wes a 
penile scar. Prostate large, tender, symmetrical. 
Edema of the legs to midleg. 

Urine: 32 to 46 ounces, specific gravity 1.029 to 
1.030, urine cloudy at all of three examinations, the 
slightest possible trace of albumin once, 2 to 3 leuc- 
ocytes in one of three sediment examinations. Renal 
function 50 per cent. Blood: 17,900 to 11,700 leuk- 
ocytes, 85 per cent polymorphonuclears, hemoglo- 
bin 80 per cent, reds 4,620,000, smear normal. Two 
Hinton and two Wassermann tests strongly posi- 
tive. 

Tempertaure 96.6° to 99.7°. Pulse 80 to 100, with 
a terminal increase to 128. Respirations 20 to 32, 
with a terminal increase to 43. 

X-ray examination showed the size and shape of 
the heart shadow to be within normal limits. The 
aorta was not increased in its transverse diameter. 
It was a little wide across the auricle. There was 
rather coarse mottled dullness occupying the great- 
er portion of both lung fields. The changes were 
more marked around the root and gradually faded 
out toward the periphery. They obscured the out- 
line of the heart and the aorta. The diaphragm was 
visible on both sides. Its respiratory movements 
were limited. On the left the costophrenic sinus 
was distinct. The examination did not show any 
positive evidence of luetic aortitis or enlargement 
of the heart. There was probably some dilatation of 
the auricles. 

Under digitalis the edema disappeared and for 
a few days the patient improved. February 5 and 
6 he was very delirious and thought he was being 
killed. A psychiatrist thought the delirium was as- 
sociated with the physical disease and might be 
transitory. February 6 the patient was very dysp- 
neic all day. That night he suddenly died in a fit 
of anger. 

DISCUSSION 
DR. W. WARNER WATKINS 

(Before Phoenix Clinical Club.) 

I like the plan of a four step approach to a di- 
agnosis. First on the basis of history of com- 
plaint and past history, to list the diagnostic pos 
sibilities; second, on the basis of physical and clini- 
cal findings, to eliminate some or add other possi- 
bilities; third, on the basis of the various laboratory 
findings,—clinical and x-ray,—to correct still fur- 
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ther the diagnostic suggestions; and fourth, to 
select the preferable diagnosis by deductive differ- 






ae. entiation. 
Massa. (1) This man’s personal history suggests trop- 
before# ical disease or syphilis. His residence of 18 years 





in Massachusetts dims the possibility of tropical 
disease, but the penile lesion 13 years ago keeps 
syhpilis in the forefront. The chief complaint was 


up in 
nereal 








nce at 
ayspnea, which can be caused by any condition 
rished which interferes with circulation and respiration. 
bad. ™@ The dyspnea began at least a month before admis- 





sion and for the past ten days has been severe 
(orthopnea). The possibilities in order of prefer- 
ence at this point ,would be: 

Heart disease with decompensation, 
aortitis and aneurism. 
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stolic; Lung disease, with or without emphysema or 
ey re pneumothorax. 
Sasa Pleural or pericardial effusion. 





Newgrowth in mediastinum or lung 










uous, ; . J ° 
show. Abdominal disease crowding on the chest. 
raves, (2) We make the physical examination and, to 
left @ our surprise we do not find the heart much enlarg- 
pos- ed; we find pulses normal and regular, rate 80 to 
selow 100, pulse pressure slightly increased, a very sug- 
lrant, @ gestive heart murmur, diminished expansion of lett 
‘2s qf jung and rales in lower left chest, edema of the 
rical | legs, respirations 20 to 32, slight fever. The mur- 





mur is a soft systolic and loud diastolic, heard at 
apex and base and transmitted along sternum; liv- 





9 to 








, the er dullness increased, tenderness in upper right 
leuc- quadrant, prostate enlarged and tender, ‘These are 
enal paradoxical findings, and about all they do with 
leuk- positiveness is to rule out abdominal disease crowd- 





ing on the chest sufficiently to produce the orthop- 
nea. They still leave us with possible diagnoses. 

Heart nee with decompensation, although 
with paradoxical findings for this, 

Lung disease, including mediastinal or pulmonary 
newgrowths. 

Pleural or pericardial effusions almost though 
not absolutely ruled out. Failure to feel the apex 
beat and limitation of expansion of left lung keep 
these within the field of possibilities. 

We incline, very strongly, still, toward heart dis- 
ease, and would require x-ray findings with regard 
to heart size, shape and muscular action, and the 
with other laboratory data. 
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ded shadows in the lungs, 
out- In fact, we feel, at this point, that all the help we 
was can get will be welcome. : 
ents (3) The laboratory gives us normal urine and 
nus normal blood counts except for leucocytosis. ‘lwo 
any positve Wassermanns, on top of our definite his- 
vent tory of penile lesion 13 years ago keep syphilis in 
1 of the forefront. The x-ray of heart shows normal 
size and shape, without increase in aortic shadow 
for but with some evidence of dilated auricles. There 
and is a coarse mottling in the lung fields, occupying 
ing the greater portions of both sides, gradually shad- 
as- ing off toward the periphery, but obscuring the 
be heart and aortic outlines in the perihilar areas. 
sp- This gives us something to think about. What do 
fit the laboratory data do to our diagnostic possibili- 
ties? They firmly fix syphilis into the diagnos- 
tic pattern. They rule out pleural and pericardial 
effusion. They throw grave doubt on the presence 
of cardiac decompensation as a cause of the dysp- 
di- nea. They give us some lung lesions to be explain- 
ed. In other words, they leave us two groups of 





lesions,—heart and lung,—to be considered, but with 
some new and troublesome diagnostic data to be 







ni ‘ ps ‘ a 

© woven into the differential pattern. We have now 
ry to answer the question, What can cause a marked 
r- dyspnea, with the diastolic murmur but without in- 





crease in size of hert, yet with circulatory obstruc- 
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tion and passive congestion in abdomen, and edema 
ot legs, leucocytosis, and sudden death? 

(4) We enter the fourth step of differentiation, 
stubbornly adhering to our predilection for heart 
disease, but feeling very shaky in the position. 

A diastolic murmur ought to mean valve disease, 
and when heard at base, apex and along sternum, 
should mean aortic insufficiency, but we have noth- 
ing but the murmur, the dyspnea and passive con- 
gestion to support this. Without enlargement of 
the heart, without a Corrigan pulse, with sounds of 
good quality, rythm regular pulses normal to feel, 
pulse pressure only slightly mcreased, with flat ‘1 
waves in electrocardiogram, we cannot say decom- 
pensation, and if we do not have decompensation, 
we cannot explain the dyspnea on the basis of aor- 
tic incompetence. In the face of paradoxical find- 
ings like these, we would reject the diastolic mur- 
mur before we would the other findings. 

If not aortic valve disease, what else can cause a 
diastolic murmur? Chronic mitral disease may give 
the Graham-Steele murmur at times. Could we 
have mitral stenosis which would keep the heart 
small, and an aortic disease which would attempt 
to make it large, and have them offset each other, 
so that we have a normal size heart? The auricular 
enlargement would be compatible with mitral dis- 
ease. This is a fanciful diagnosis, and if we can 
tind other explanation for the symptoms, we should 
not make it. 

Yet, if we are going to diagnose valvular heart 
disease, we must do it in the face of physical find- 
ings not in accord with the pathology in question. 
We must either diagnose syphilitic disease of the 
aortic valve with hypertrophy and decompensation, 
in spite of physical and x-ray findings. Or we must 
diagnose some rarer heart lesion or combination of 
lesions, producing circulatory failure without ven- 
tricular enlargement,—at least of the left ventricle. 
Before deciding the question finally, let us consid- 
er the pulmonary causes of dyspnea. 

If we can get over, under or around this dias- 
tolic murmur, we can explain the other symptoms 
by lung disease. 

Miliary tuberculosis or other infectious process 
in the lungs, with or without emphysema would ex- 
plain the dyspnea, the circulatory embarassment. 
We have little support for this group, outside of the 
x-ray findings which would not be in accord with 
miliary tuberculosis. 

I thoroughly agree that the x-ray findings must 
be subordinated to the clinical picture and not dom- 
inate it. Therefore, in the absence of fever, emacia- 
tion or other symptoms of miliary tuberculosis, I 
pass that by. 

For pulmonary newgrowth, we have more basis. 
We have a coarse mottled dullness through both 
lung fields, more marked in the perihilar areas, 
where they obscure the outline of heart and aorta, 
and diaphragm is limited in mobility. We could not 
attach great importance to such lung shadows if we 
had a decompensating heart or circulatory stasis 
trom heart disease, but if we do not have these, the 
lung shadows are important. Are they the shadows 
of newgrowth, and if so, are they primary or met- 
astatic? They can be either, and by pressure could 
obstruct circulation through lungs or return flow 
from lower half of body. 

One other possibility which would be in the same 
category as newgrowth suggests itself to me, and 
that is a syphilitic involvement of lung hilus, ex- 
tending into lung tissues, and causing mechanical 
pressure on large vessels about the base of heart 
Along with this we could have a slight degree of 
syphilitic involvement of aortic valve enough to 
cause the murmur. Or, conceivably, we might have 
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fibrotic changes which would so deform the struc- 
tures as to give us a relative insufficiency of one 
or more valves. 

I am going to pin my faith on my x-ray confrere, 
whoever he may be, and say, no cardiac enlarge- 
ment, therefore no hypertrophy or decompensation; 
therefore the dyspnea was not due to valvular 
heart disease. The dyspnea and circulatory dis- 
turbances were due to lung disease, preferably car- 
cinoma of the lungs,—whether metastatic or pri- 
mary, we will not attempt to say. We believe there 
will be syphilitic arotitis, causing enough relative 
aortic incompetence to give us a murmur, with car- 
diac. infarct as the immediate cause of death. 

Furthermore, we are willing to bet four Iits that 
this diagnosis is wrong. 


DR. RICHARD C. CABOT 

(In part, from journal mentioned.) 

The history of the present illness all tends to 
make us think of a heart lesion back of it all, with 
passive congestion of the different parts of his body. 

I suppose the fevers were malaria or unidentified 
types of infection. 

Those percussion measurements are all within 
normal limits for an adult man. We have no proof 
so far of cardiac enlargement. 

The essential thing in the blood pressure is the 
pulse pressure of 90, which of course is increased. 

From the electrocardiogram, on the basis of a 
low T wave with nothing else, I do not think any- 
one would venture to say anything in particular. 

The penile scar does not in the least prove that 
he had had syphilis. Ducrey’s infection, chancroid, 
leaves scars more often than syphilis. 

The urine is normal. The blood is essentially 
normal until we come to the Hinton and Wasser- 
mann tests. 

It is rather surprising that x-ray showed the size 
and shape of the heart shadow within norma] lim- 
its, because we have a diastolic murmur and pre- 
sumably aortic regurgitaiton, and in most cases 
the ventricle is hypertrophied. I should not be sur- 
prised if it was hypertrophied here, and the heart 
does weigh more even if it has not stretched,—the 
concentric type of hypertensive heart with very 
little dilatation. Hypertrophy-and-dilatation usual- 
ly is thought of as all one word. Now and then we 
find hypertrophy withtout dilatation. 

We have no evidence of aneurysm from the x- 
ray. 

The signs in the lung fields are presumably due 
to passive congestion, perhaps to bronchouneu- 
monia. We cannot tell from the x-ray. Such chang- 
es around the root make you think of passive con- 
gestion. 

I suppose the costophrenic sinus was _ indistinct 
on the other side, presumably from fluid. 

I do not believe x-ray can make the diagnosis of 
luetic aortitis unless there is aneurysm. 

The psychiatrist did not think the patient had 
any of the regular types of insanity. 

DIFFERENTIAL DIAGNOSIS 

What are the essential facts in this case? A man 
of fifty-six, a Negro, always well except for pos- 
sible syphilitic infection,—we do not know about 
that—and for fevers which we cannot believe had 
any permanent effect upon him. He seems to have 
dyspnea, orthopnea, passive congestion; probably 
has heart disease. We listen to the heart and find 
a diastolic murmur and nothing else. That is 

enough to make a diagnosis of aortic regurgita- 
tion, especially when backed up by a large pulse 
pressure such as there is in this case. The rest of 
the physical examination shows positive Wasser- 
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mann and Hinton tests and passive congestion, 
probably shown in the liver, the lungs and the legs. 
The diagnosis is syphilitic heart disease and aortic 
insufficiency. 

What symptom that he did not have here would 
you expect if it is infarct of the heart? He ought 
to have had pain. Dr. Mallory has shown us cases 
of coronary occlusion without pain, so that does 
not exclude occlusion of the mouth of the coronary 
arteries where the syphilitic process is. It may 
have been the cause of death. It does not seem 
to me that we have enough passive congestion to 
account for death. His legs were not much swollen 
and his lungs were only moderately congested. 

Coronary occlusion is as good a suggestion as | 
can make as to the cause of death. I do not be- 
lieve there was a brain lesion. There may be a ter- 
minal infection, bronchopneumonia most probably, 
which would account for the delirium and perhaps 
account for death. My diagnosis is syphilitic aor- 
titis with aortic regurgitation; then possibly occlu- 
sion of the coronary arteries and sudden death from 
that cause, or very possibly bronchopneumonia and 
death from that cause. 


DR. TRACY B. MALLORY 

Anatomic Diagnosis: Syphilitic heart disease, 
syphilitic oartitis, bacterial endocraditis. 

This man had syphilitic heart disease. The heart 
was hypertrophied somewhat, weighing over 500 
grams. There was definite insufficiency of the 
aortic valve. There was also a terminal infection, 
which however was a somewhat surprising one in 
that it was bacterial endocarditis, which in my ex- 
perience is relatively uncommon as a_ sequel of 
syphilitic heart disease. The majority of cases of 
subacute bacterial endocarditis infection show an 
antecedent rheumatic infection, although congeni- 
tal lesions not infrequently are predisposing fac- 
tors. 

All the other organs were essentially negative. 
The aorta showed some evidence of syphilis, but 
nowhere enough dilatation to cause aneurysm. 
There was an anomaly of the liver, probably con- 
genital, of no significance. 

Dr. Cabot: One point of interest is that you can 
have a heart as big as this, 500 grams, and x-ray 
does not show it. 

A Physician:; Did you find anything to account 
for the sudden death? 

Dr. Mallory: No, I did not, except that the acute 
bacterial endocarditis unquestionably played a con- 
siderable part in the picture, and the heart was 
probably in much worse shape than the mere symp- 
toms of decompensation suggestetd. 

Dr. Cabot I do not see that we can blame our- 
selves for not suspecting bacterial endocarditis. 
You can suspect it only when you have heart mur- 
murs not otherwise accounted for, or embolism, or 
a positive blood culture. We had no evidence of 
embolism, no positive blood culture. We cannot say 
we were wrong because we forgot anything or rea- 
soned wrong. 


CASE OF DROWSINESS AND NOSE- 
BLEED 


(No. 13581, Case Records of Mass. Genl. Hosp., 
from Boston M. & S. Jour., of Feb. 9, 1928, p. 1521.) 
Case Record 
First admission. A Canadian. rubber worker 
twenty-eight years old was sent from the Out-Pa- 
tient Genito-Urinary Department August 31 for 
swelling and tenderness of the left testicle of three 
months’ duration. The swelling increased for two 
months after its appearance, then decreased. At ad- 
mission he still had a hard tumor, and a discharg- 

ing sinus on the right testicle. 
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His past history was entirely negative so far as 
he could remember except for a running sore on 
the left testicle four years before admission. 

The family history is not important. 

Clinical examination showed enlarged axillary 
and inguinal lymph nodes varying in size from 
being just palpable to the size of a grape. In the 
right groin the glands below Poupart’s were en- 
larged and slightly tender. The epididymis was 
much thickened, indurated, adherent to the skin and 
showed a small crater-like sinus with rather abrupt 
edges. The upper pole of the left testicle was thick- 
ened, 

At operation a much thickened and in places cas- 
eous epididymis was removed. A pathological re- 
port of tuberculosis was made. The patient made 
a good convalescence and was discharged relieved 
September 11. 


History of interval. He was given tuberculin in 
the Out-Patient Department for two years and a 
half. At the end of that time he was feeling per- 
fectly well, with no symptoms. The wound was 
clean and solid. In September, three years later, 
examination in the Accident Room showed no mass- 
es. The left epididymis contained a few small hard 
nodules which were not increasing in size. The gen- 
eral condition was excellent—appetite good, weight 
increasing, no cough. Five years after this note he 
had a right nephrectomy in another hospital fol- 
lowing a kick from a horse. There was “blood clot” 
in the kidney(?). (Tuberculous kidney?) He was 
out of work six months. After this he was free 
from symptoms for five years. Two years before 
admission he had nycturia three or four times for 
four months. The same year he had a “pimple” in 
the penis which started to spread and located on 
the foreskin. He treated it with a salve which made 
it break and spread. It did not clear up for eight 
months. A year before admission he felt tired and 
run down. He seemed to improve after a short 
time, but in about ten months again began to tire 
easily, especially when doing heavy work, although 
he could run without any ill effects. About a month 
before his readmission he began to be dyspneic on 
climbing one flight of stairs, and felt drowsy. He 
grew gradually worse. A. physician put him on a 
diet without relief. For four days before readmis- 
sion he vomited about once a day. He thought his 
urinary stream was not so strong as it had been. 
There were no other urinary smptoms. For four 
days he had been in bed for the first time. For 
two days before readmission he had been unable to 
bear his weight on his legs. The day before read- 
mission he could not move his hands at all. The 
day of admission he could move them a little. He 
had a tingling feeilng like pins and needles in his 
legs and feet. His feet were cold and numb. He felt 
drowsy. For seventy-two hours (?) he had not 
slept. The day before admission and the morning 
of admission he had nosebleed for a short time. 
His mouth was dry. He thought he had had no loss 
of weight during the present illness. His _ best 
weight was 160 pounds, when he was nineteen years 
old, his present weight 137. 

No benzol was used in his department of the fac- 
tory and he did not come into contact with it in 
other departments. 

Second admission, August 27, fifteen years after 
his first admission. 

Clinical examination showed a pale, poorly nour- 
ished man lying flat in bed in no apparent distress, 
with bleeding from both nostrils and dried blood 
upon his lips. The skin and mucous mmebranes 
were pale, with a questionable slightly icteric tint. 
The eyes showed subconjunctival hemorrhage about 
the outer circumference of the iris and across the 
sclera at two o’clock. On the under side of the 
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tongue were two moist lesions, not indurated, one 
centimeter and half a centimeter in diameter. The 
few remaining teeth were decayed. There was 
bleeding about the roots of all the lower teeth. The 
apex impulse of the heart was not found. There 
was no enlargement to percussion. The sounds and 
action were normal. A blowing systolic murmur 
replaced the first sound at the apex and the base. 
The artery walls were normal. The blood pressure 
was 155/100. The abdomen showed voluntary 
spasm. In the left upper quadrant was a mass de- 
scending with respiration, feeling more like kid- 
ney or glands than spleen. There was resistance 
and dullness in the right upper quadrant, perhaps 
voluntary; no mass was felt. On the dorsum of the 
penis was a lesion 3 by 1.5 centimeters, indurated 
along the upper border, punched out, old in appear- 
ance, oozing serum from the center. The legs show- 
ed weakness but not paralysis. The arms showed 
slight weakness. The pupils and fundi was no re- 
mal, the knee-jerks diminished. There was no re- 
action on stroking the foot for Babinski. The 
touch sense was diminished. The other sensory re- 
actions were normal. 

The amount of urine is not recorded. A specimen 
in the Emergency Ward was loaded with pus. An 
overnight specimen showed 0 to 1 leucocyte per 
field, no red cells, a very slight trace of albumin, 
specific gravity 1:016. Blood: 5,800 leucocytes, 88 
per cent. polynuclears, hemoglobin 25 per cent., reds 
3,000,000, moderate achromia and variation in size 
and shape, rare polychromatophilia, reticulated cells 
2 per cent., platelets increased. Wassermann nega- 
tive. 

Temperature 97 
rations normal. 

The patient entered at four o’clock in the after- 
noon. He seemed semistuporous and was anxious 
to be put to sleep. Veronal was not effectual, codein 
was vomited and paraldehyde by rectum was ex- 
pelled. At midnight 1/6 of a grain of morphia and 
1/200 grain of scopolamin were given subcutaneous- 
ly. At one o’clock in the morning there was com- 
plete paralysis of the legs, with absent reflexes and 
rapidly progressing paralysis of the arms. Respira- 
tory paralysis soon set in. A lumbar puncture was 
negative. At three o’clock the patient died from 
steadily increasing respiratory paralysis. 


DISCUSSION 
(Before Clniical Club of Phoenix, Mch. 24, 1930.) 
DR. JOSEPH M. GREER 

The first thing that strikes our attention in this 
case is the swelling and tenderness of the testicle 
of long duration. The length of time almost rules 
out an epididymitis of gonorrheal origin. The next 
two things to consider are tuberculosis and malig- 
nancy. The tenderness points toward tuberculosis 
rather than malignancy. The observation that the 
swelling decreased after two months points against 
a malignancy and the discharging sinus is in favor 
The running sore on the testicle 


to 99°, rectal. Pulse and respi- 


of tuberculosis. 
four years before is suspicious of tuberculosis. 

The enlarged glands in both axillary and inguinal 
regions makes one think of some of the other con- 
ditions that produce adenopathy, such as Hodgkin’s 
disease and the leukemias. In Hodgkin’s disease, 
however, the enlargement is usually unilateral, at 
first at any rate, and is noted first in the submax- 
illary and cervical glnads. The leukemias may be 
ruled out by the blood picture. The general ade- 
nopathy is not the picture of glandular tuberculo- 
sis or the leukemias and it is probable that we shall 
have to look elsewhere for its cause. The patient’s 
general condition would no doubt produce some mod- 
erate adenopathy of these regions. 

The thickened and indurated and adherent epi- 
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didymis, clinically is. tuberculosis and we note at 
operation that a caseous epididymis was removed 
and the pathologist reported tuberculosis. There- 
fore so far may make a diagnosis of Tuberculous 
Epididymitis. 

The interval history with improvement is rather 
characteristic of tuberculosis. As to the diagnosis 
and reason for nephrectomy five years later fol- 
lowing injury we can only guess, as the history 
is silent upon the length of time after injury that 
the kidney was removed. The “blood clot” could be 
either injury or tuberculosis. It would be my guess 
that it was tuberculosis. 

The next sign, namely, pimple on the penis, opens 
up the great question of syphilis and we will no 
doubt need some help from Dr. Colhessy on this 
subject. It is my opinion, however, that it was not 
syphilis for upon this alone in a patient with this 
history with no history of secondary manifestations 
and no history of antiluetic treatment and a nega- 
tive Wassermann it would seem that we would not 
be justified in a diagnosis of chancre. It is possible 
that the condition was only a herpes and its chron- 
icity due to over treatment. 

The tire easily symptom suggests tuberculosis, 
although his anemia might do it. We would like 
to know something about the chest, but the history 
and physical findings are absent and the usually 
present radiologist on a vacation. We must think 
of his anemia which may account for his fatigue. 
This is no doubt a secondary anemia and accounts 
for his paleness icteric tint and heart murmur. It 
may also account for his present hemorrhages from 
the nose and gums. Hemophilia probably should 
be kept in mind, but we have nothing in either the 
history or the laboratory findings to suggest it. The 
mass in the abdomen was probably an enlarged 
kidney, maybe a pyonephrosis as one specimen was 
loaded with pus and one was not. We might think 
of a hypernephroma but there is no mention of 
bronzing of the skin or other manifestations to sup- 
port it. I do not know just what is meant by this 
mass feeling more like kidney or glands than spleen. 
The dyspnea and drowsiness suggests some pul- 
monary or circulatory condition and we find later 
on that he has anemia enough to produce this al- 
though again we would like to know more about 
his chest. We find the note that he was unable to 
bear weight on his legs. We take it that this is be- 
cause of weakness which is probably accounted for 
by his general condition and anemia. However this 
may be suggestive of something affecting the mo- 
tor areas or the fibers which of course would have 
to be rather diffuse as there is no mention of there 
being any difference on the two sides. 

It seems to me that the blood pressure in this case 
was rather high for a patient in this condition, but 
I suppose that this is nothing apart from the ordi- 
nary. 

The reflexes as reported are rather indefinite and 
do not indicate anything tangible. The spinal fluid 
is negative so we do not have enough data to make 
a diagnosis of meningitis. However the vomiting 
and drowsiness, the motor paralysis of the hands 
which cleared up a little, points to something in the 
spinal cord. This could not very well be a localized 
involvement in the cord and that alone, however, as 
in such a case we should have exaggerated reflex- 
es and Babinski. However, the symptoms point to 
some involvement in the sensations of needles and 
pins and the disturbance of touch sensation. It 
seems to me that even in presence of a negative 
spinal fluid and indefinite reflexes, we cannot rule 
out an involvement of the brain and cord. 

Therefore, I shall venture a diagnosis as follows: 

Based on data given: Epididymitis. Tuberculous 
and genito-urinary tuberculosis. Anemia secondary. 
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Speculative diagnosis: Meningitis, localized or 
limited, with possible tuberculoma, 
DR. RICHARD C. CABOT 
(In part from journal above.) 
DIFFERENTIAL DIAGNOSIS 


The background of the case so far as the pre- 
vious history gives us any evidence is one of tu- 
berculosis of the genito-urinary tract. I do not see 
that we have anything else that we are at all sure 
of. He has this lesion on the penis, the nature of 
which I do not know. I do not believe it is syphilis. 
Then after this long interval of fair health he comes 
in bleeding from the nose and mouth, with a mod- 
erate secodnary anemia, with a rather high blood 
pressure, and with pus in one urine specimen and 
not in another. 

He certainly has not anemia enough to die from, 
but he perfectly well might die if another hemor- 
rhage such as he has had happened to hit the 
nervous system, perhaps in the region of the medul- 
la or perhaps in the ventricles. 

If we take the account of the lumbar fluid liter- 
ally, as I suppose we must, we must say that he 
had no meningitis. Anybody who is semistuporous 
and has a previous history of tuberculosis lesions 
makes us think first of tuberculous meningitis. 
But I think that can be ruled out here. 

A paralysis coming on as rapidly as this cannot 
possibly, that I can see, be a cord paralysis in the 
absence of any demonstrable spinal lesion. Besides 
which his spinal fluid ought not to have been nega- 
tive if he had something bulging into the cord from 
the vertebrae. I think we have to say that it is a 
brain lesion, and a brain lesion coming on more 
rapidly than any brain lesion that I know except 
cerebral hemorrhage. 

That of course is only the terminal event. He 
had a secondary anemia and some bleeding before 
that. What the cause of that bleeding was I do not 
know. We have no study of the blood in relation to 
the different types of purpura. One cannot tell 
whether the platelets were decreased or not. It may 
be a thrombopenic purpura. That would go with 
cerebral hemorrhage as the terminal event. Tuber- 
culosis seems to be one of the diseases which pre- 
disposes to thrombopenic purpura. 

I do not see that we have any good reason to sus- 
pect nephritis, though since his blood pressure was 
a little high and his urinary gravity a little low, it 
goes through our minds as a possibility. I suppose 
the majority of cases of genito-urinary tuberculo- 
sis, we have reason to believe, in one kidney. He 
may have some in the other now. But without an 
examination of the urinary sediment and catheteri- 
zation of the ureter I do not see how we can say 
more on that. 

A thing that influences me against glioma is 
the knowledge that he was bleeding from other 
points, so that it seems quite possible that he might 
be bleeding in his brain. I do not think I can go 
any further on that. I think he has a focus of tu- 
berculosis still in his genito-urinary tract. I think 
he has a purpuric type of bleeding, I suppose with 
low platelets, perhaps based on that tuberculosis. 
I think he has a cerebral hemorrhage. I do not 
mean to try to say where that cerebral hemorrhage 
is. My luck in predicting the localization of cere- 
bral lesions has seldom been good. 

DR. CABOT’S DIAGNOSIS 

Cerebral hemorrhage. 

Genito-urinary  tuberculossi, 
left kidney. 

Purpura hemorrhagica. 

DR. TRACY B. MALLORY 
Diagnosis: Tuberculosis of the 


prboably in 


’ Anatomic 
kidney. 


left 
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Tuberculous ureteritis and cystitis miliary tu- 
berculosis. 

The case from beginning to end is one of tuber- 
culosis. The brain on examination proved entirely 
negative, also the meninges. The lungs, liver, spleen 
showed miliary tubercles. The left kidney was con- 
siderably enlarged and was almost completely de- 
stroyed by caseous necrosis. The process had ex- 
tended down the ureters. There were miliary tu- 
bercles the entire length of the ureters. There 
was tuberculous cystitis and prostatitis. The mass 
in the left upper quadrant may have been either 
spleen or kidney so far as we could determine. Both 
were enlarged, the spleen weighing nearly 300 
grams, due to the miliary tuberculosis. The kidney 
was enlarged, probably both by the tuberculous pro- 
cess and as a compensatory hyperplasia for the 
absent kidney on the other side. 

As to the respiratory paralysis I have only a sug- 
gestion to offer. On talking it over with the house 
officers afterwards it seemed to me that consider- 
ably more stress was laid on that than was perhaps 
justified. The duration of this symptom from its 
onset to death was only a little over an hour, in an 
extremely weak man who had just been given mor- 
phine. And when one comes down to it, all cases 
before they come to us do show respiratory paraly- 
S1S. 





ABSCESS OF THE LIVER AND ATYPI- 
CAL AMEBIC DYSENTERY 
(CASE REPORT) 

R. B. RANEY, M. D. 

(Discussed at the Staff Meeting of the St. Jos- 

eph’s Hospital, Phoenix, Feb. 4, 1930.) 

The following case, I think, will represent a 
group which go on to autopsy for an accurate diag- 
nosis when they should be well understood in life 
with the proper interpretation of symptoms and 
the methods of diagnosis followed out in detail. 1 
do not mean to say that a diagnosis should be made 
in all cases because that, as we all know, is beyond 
the possibilities of human endeavor, but there are 
a great many cases that are not thoroughly under- 
stood, not for a lack of knowledge regarding the 
symptom complex, but for failure of thorough study 
of the case at hand. 

The patient entered St. Joseph’s Hospital Nov. 1, 
1929, and came under my observation Nov. 26 in 
consultation. The history obtained at this time was 
that of a progressive downward course, the initial 
onset in June of 1926. Chief complaints at that 
time were dyspnea, loss of strength, appetite and 
weight, with occasional passage of blood in the 
stool. This condition continued until February of 
1929, when pain in the upper left quadrant devel- 
oped. The pain was dull and aching in character as 
a rule, but occasional sharp seizures intervened. 
They were in no way affected by food or alkali. 
Confined to the area of origin without reference, 
and affected principally by change of posture. Pa- 
tient noted that pain was more pronounced on 
standing than when lying down. However, this fea- 
ture was only periodic and by no means constant. 
In summing up the points in the history from the 
onset to the time that this patient first came under 
my observation, there seems to have been a pro- 
gressive downward course with a loss in weight 
from 150 to 100 pounds, dyspnea, loss of appetite 
and strength. Pain developed during the last six 
months of illness in the upper abdomen. Nausea 
on eating during last three months of illness, but 
no vomiting. However, eructation of mucus was 
quite pronounced during last three weeks. Passage 
of small quantities of blood at various intervals and 
otherwise apparently there was nothing of import- 

(Continued on page 498) 
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CASE OF EPIGASTRIC PAIN AND CON- 
TINUED FEVER 


(No. 15141, Case Records of Mass. Genl. Hosp., 

from N. E. J. of Med., Apr. 4, 1929, p. 715.) 
Case Record 

An Irsih-American meat-packing checker forty- 
nine years old entered May 16 complaining of epi- 
gastric pain. 

This pain began a year and a half before admis- 
sion. At first it was a discomfort, “as if he were 
filled with concrete,” and came on after and also be- 
fore meals. Lately it had become sharp, darting 
through to the left shoulder, with pain over the 
heart followed by numbness of the left shoulder. It 
was now not related to meals except that he had 
a dull heavy feeling after eating heartily. When he 
took physic he felt a little better for a day or two. 
For six months his appetite had been getting very 
poor. He occasionally had some nausea, but did 
not vomit. His bowels had been irregular for a 
year and very constipated for six months. His 
stools may have been clay colored. He had never 
been jaundiced. After he passed the barium given 
him for x-ray examination he noticed a_ slightly 
bloody stool. His stools had alwavs been very hard 
and he had always had to strain. He had rare night 
sweats. For six weeks he had had vertigo on stoop- 
ing. Five weeks before admission he was obliged 
to give un work because he was tired and dyspneic. 
Durine the past three weeks he had lost much 
weight—about twenty pounds in the past two weeks 

and had been very dyspneic on exertion. 

His family historv is not significant. He had 
been married twenty years. His wife had never 
been pregnant. 

His past history is nevative except that he for- 
merly was “nervous” and did not sleep well. Re- 
cently he hed slept better. Formerly he took a 
ereat deal of alcohol; for three months he had tak- 
en none. 

At the Out-Patient Department May 2, two 
weeks before admission, it was further learned that 
food relieved his pain and that he had had much 
vas after meals and at night. He had morning 
headache. Examination showed slight tenderness in 
the epigastrium. 

X-ray examination of the stomach showed no six- 
hour residue. The duodenal cap filled out normal- 
Iv. Peristalsis was normal. On the posterior wall 
of the fundus, pnaritcularly about the midportion of 
the stomach and the cardia, large filling defects 
were noted. 

Clinieal examination in the wards showed a pale 
man with dry skin and evidence of loss of weight. 
There was a small red area over the tenth verte- 
bra. The heart was long and narrow (long thorax): 
no abnormalities except a soft svstoile murmur at 
the apex. Pulses, arteries and blood pressure nor- 
mal at admission. An electrocardiogram showed 
sino-auricular tachycardia, rate 140, diavhasic T. 
Tiver dullness from the sixth rih to shout two cen- 
timeters helow the costal margin. Edge not defi- 
nitely felt. hut resistance was noted in the areas 
shown in the diagram. There was dullness in 
Traube’s semilunar snace and slight spasm in the 
left enigastrium. There was marked impulse in 
the right ineuinal ring on cough. The fingers and 
toes were clubed. There was a red external polvy- 
poid tab protruding from the anus. No hemor- 
rhoids were noted. 

Urine: specific gravity 1.024 to 1.008, cloudy at 
six to thirteen examinations, alkaline at two, neu- 
tral at one. Benedict’s test green at one, leukocytes 
at all of the last seven tests, sediment loaded at 
two, one red cell to great numbers of red cells at 

(Continued on page 500) 
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CASE OF PONTILE HEMORRHAGE 


B. M. BERGER, M. D. 
Phoenix, Arizona 


Discussed before the monthly Staff meeting of 
Good Samaritan Hospital, on Feb. 24, 1930.) 


On June 29th, 1929, I was called to the home of 
this patient, a married woman, age 32. Her hus- 
band and two children, and father, mother, one 
brother and one sister, at that date were living 
and well. She went to work a 5 a. m., and returned 
at 8 of the same morning with no other complaint 
than feeling tired. This was shortly before becom- 
ing unconscious. No history of vomiting or gastro- 
intestinal disturbance. No headache. A hurried ex- 
amination revealed the pupils fixed and contracted, 
breathing shallow with an inspiratory rather than 
expiratory effort. Rapid heart beat with evidence 
of enlargement on percussion, and no paralysis of 
muscles or limbs. She had clonic contractions of 
both arms and hands and rigidity of lower jaw. 
Systolic blood pressure was 65-70 and diastolic 0-5. 
Rectal temperature at least 111 F. checked by -two 
graduate nurses and myself, twice within five min- 
utes after entrance. Within ten minutes after en- 
trance she became extremely cyanosed and expired. 
During the reading of death records for that month 
it was suggested that this was a case of heat pros- 
tration. I wrote the Journal A. M. A. asking for 
information and literature and the following is the 
reply 


“This would seem to be a definite case of pon- 
tile hemorrhage. None of the cardinal signs are 
lacking. The history of a short interval of vertigo 
followed by a sudden loss of consciousness which 
is associated with contracted, fixed pupils and 
marked hyperpyrexia in a case which goes rapid- 
ly on to a fatal termination leaves little room for 
doubt as to the diagnosis. This history is unusual- 
ly typical of a hemorrhage into the pons. 


“As to differential diagnosis, it would seem that 
this case is unusually free from those elements on 
which differences of opinion can be based. Em- 
bolism of the medulla has been suggested; how- 
ever, as there is no mention of any possible source 
of such emboli (endocarditis, thrombi, septic pro- 
cesses), or of any other embolic manifestations, this 
this diagnosis seems extremely unlikely. It is true 
that the information supplied does not exnlain the 
hemorrhage in a patient this young. Neverthe- 
less such occurrences, though not common, are not 
a rarity and certainly are far more common than 
embolism without apparent source. Although there 
is no evidence pointing toward the presence of 
either syphilis or hypertension, they must be 
thought of as possible etiologic factors unless defi- 
nite evidence against them can be presented. Aca- 
demically at least a few other possibilities must be 
considered in differential diagnosis. However, 
these are readily ruled out. A cerebral hemorrhage, 
the usual tvpe of anoplectic seizure, would be as- 
sociated with dilated rather than constricted pupils 
and is not associated with such a marked hyper- 
pyrexia, even terminallv. A marked flaccidity of 
the extremities of one side or the other would most 
likely be present, and in addition a systolic blood 
pressure of 80 would be most unusual. Thrombosis 
of the vascular supply to either the medulla or the 
pons would be preceded by a much longer prodro- 
mal period which would undoubtedly be associated 


SOUTHWESTERN MEDICINE 


with definite signs of involvement of the medullo- 
pontile nuclei and probably of the cerebellum be- 
cause of the intimate relationship of their arterial 
supply. A neoplasm involving the brain stem 
would also be much slower in development, and al- 
though the termination might come suddenly it 
would most certainly be preceded for several days 
or weeks by unmistakable signs. Acute bulbar pal 
sy as defined by most authors includes both pon 
tile and medullary hemorrhage. It also is referred 
to as acute inferior ploiencephalitis, which jndi 
cated an infectious state. Cases of an infectiou 
nature exhibit no such rapidity of progression and 
termination as is exhibited here and usually ar 
obviously of an infectious nature or associated with 
an infectious disease (usually in childhood). Thi 
rare condition has been thought to be closely re 
lated to acute anterior poliomyelitis so far as etiol- 
ogy is concerned. 


As to differentiating between pontile hemorrhag: 
and a hemorrhage into the medulla, it can only b: 
said that the contracted pupils and marked pyrexia 
are typical of the former and certainly the pon 
was principally involved in this case. However, it 
would be impossible to say that the hemorrhagic 
process did not extend downward into the medulla 
and doubtless microscopic examination of thes: 
structures would indicate that it did.” 


Meager references to this subject are available 
in most neurologic textbooks. 


In conclusion I wonder if, on account of the heat 
which seems mild and insignificant to old-timers 
of the Salt River Valley, we are not prone to 
ascribe symptoms to the pranks of temperature 
rather than definite pathology. 


DISCUSSION BY DR. W. W. WATKINS 

I believe the diagnosis of heat prostration, or in- 
solation, is made too frequently on insufficient evi- 
dence. Dr. Berger became justly indignant when a 
nice, flossy diagnosis like pontine hemorrhage was 
clouded by comment from the Records Commit- 
tee. If I were able to make a diagnosis of pontine 
hemorrhage from a patient’s symptoms, I would 
feel aggrieved if some one were to come along and 
sav. “O, it is just heat stroke.” I offer for your 
edification, a brief summary of another case, full 
details and discussions of which will be in South- 
western Medicine when it comes off the press next 
week. This is not a local case, but one of Cabot’s 
cases: 

A Swedish carpenter, age 47, went to work on 
June 7th feeling verfectly well. It was a very hot 
day, being 94 in the shade in Boston; patient work- 
ed on the outside of the house and in the sun most 
of the time. About noon, he felt weak and dizzy 
and had to sit down; then vomited and was as- 
sisted home. Doctor called and found him in col- 
lapse, conscious but very weak, bathed in cold per- 
spiration, mouth temp. was 94. B.P. 90/50, pulse 
weak and irregular but slow. He passed graduallv 
into coma. The next morning his temp. was still 
subnormal: at nine o’clock temp. went to 104 and 
pulse to 150. At noon pulse was 160, resp. 16, 
B.P. 140/80. Patient died while being catheterized. 

The interesting thing here is that all the clini- 
cians who discussed this case diagnosed heat pros- 
tration, with which the clinical picture is consis- 
tent. Post-mortem examination showed the essen- 
tial lesion to be hemorrhage and softening in the 
posterior third of the left cerebellar lobe; there 
was evidence of some increase of pressure under 
the tentorium, forcing the pons into the foramen 


magnum. 
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BOARD OF MEDICAL EXAMINERS OF 
ARIZONA 

At the July, 1930, meeting of the Board, 
the following physicians and surgeons were 
licensed to practice medicine and surgery in 
Arizona: 

JOSEPH D. VERTIN, 
ate of Loyola University, Chicago, 1916. 
procity with Illinois. 

BENJAMIN HERZBERG, 
uate of St. Louis University, 1929. 
tion. 

JAMES LEWIS JOHNSON, Chattanooga, Tenn. 
Graduate of Vanderbilt University, 1915. By reci- 
procity with Tennessee. : 

JOHN WILLIAM HUFFMAN, Florence, Ariz. 
Graduate of Northwestern University, 1930. By 
examination. Dr. Huffman will be associated with 
his father in practice. ‘ 

CLARENCE E. BENSEMA, Tucson, Ariz. Grad- 
uate of University of Illinois, 1929. By examina- 
tion. 

JULES F. LaDURON, 
of University of Louisville, 1920. 
with Indiana. 

CHARLES N. SARLIN, Port Huron, N. Y. Grad- 
uate of Columbia University, 1921. By reciprocity 
with New York. 

MYRO GILMORE WRIGHT, Denver, Colo. 
Graduate of University of Colorado, 1917. By reci- 
procity with Colorado. 

At the October meeting of the Board, the 
following phys‘cians and surgeons were li- 
censed to practice in Arizona: 


Monrovia, Calif. Gradu- 
By reci- 


Phoenix, Ariz. Grad 
By examina- 


Superior, Ariz. Graduate 
By reciprocity 


JOHN HUFFMAN WHITr, Rochester, Minn. 
Graduate of University of Oregon, 1926. By reci- 


procity with Minnesota. Dr. White will be associ- 
ated with the Southwest Clinic in Phoenix. 

HOBART B. STEWARD, Coolidge, Ariz. Gradu- 
ate of St. Louis University, 1927. By reciprocity 
with Kansas. 

HARVEY EDWARD MOSS, Kansas City, Mo. 
Graduate of Louisville Medical College, 1893. By 
reciprocity with Kansas. 

JAMES J. LaSALLE, Phoenix, Ariz. Graduate of 
University of Michigan, 1896. Reciprocity with 
Ohio. 

BLOOM BENSON, Tucson, Ariz. Graduate of 
Johns Hopkins University, 1926. By reciprocity 
with Illinois. 

HAROLD HENRY RING, Tucson, Ariz. Graduate 
s Iowa State University, 1926. By reciprocity with 
owa, 

EDW. HARRISON CALVERT, Scottsdale, Ariz. 
Graduate of Ohio State University, 1927. By reci- 
procity with Ohio. 

MARCUS B. CIRLIN, Chicago, Ill. Graduate of 
University of Illinois, 1923. Reciprocity with IIli- 
nois. 

ALAN C. SUTTON, Tucson, Ariz. Graduate of 
Johns Hopkins University, 1916. Reciprocity with 
Maryland. 

HAROLD JAMES SCHILLING, 
la. Graduate of Marquette University, 1927. 
procity with Towa. 

PERCY BROWN, Boston, Mass. 
Harvard University, 1900. By 
Massachusetts. 

JOSEPH JAMES BOUCHER, 


New Hampton, 
Reci- 


Graduate of 
reciprocity with 


Hartford, Conn. 


Graduate of College of Physicians and Surgeons, 
University of Maryland, 1904. 
Connecticut. 
VIVIAN TAPPAN, 
Johns Hopkins University, 1927.| 
HEBER O. TUCKER, 


By reciprocity with 


Tucson, Ariz. Graduate of 
:| By examination. 
Phoenix, Ariz. Graduate 









of Johns Hopkins University, 1929. By examina- 
tion. 

JACK R. HILD, Douglas, Ariz. Graduate of 
Tulane University, 1929. By examination. 

CARL EUGENE ETHERIDGE, Phoenix, Ariz. 
Graduate of University of Arkansas, 1929. By ex- 
amination. 

CLARENCE L. ROBBINS, Tucson, Ariz. Gradu- 
ate of University of Arkansas, 1929. By examina- 
tion. 

DWIGHT M. DETER, Tucson, Ariz. Graduate of 
Baylor University, 1929. By examination. 





COURSE IN ENDOCRINOLOGY IN PHOENIX 

DR. E. KOST SHELTON, Santa Barbara, Cal- 
ifornia, first assistant to Dr. William Englebach 
for the past several years, will be-in Phoenix to give 
a course upon Endocrinology. There will be six two- 
hour lectures. The lectures will be illustrated and will 
embrace the following: 

1. Introduction. 

Autonomic nervous system. 

Pituitary—Hypo-and hyper-activities of both 

the anterior and posterior lobes. 

Pituitary tumor. 

Thyroid—Hypoactivities. 

edema. 

3. Thyroid—Hyperactivities. Goiter (colloid, ex- 
ophthalmic and adenomatous.) Pituitaro- 
thyroid and thyropituitary disorders. 

4. Gonads—Hypo-and hyper-activities in ‘both 
male and female. 

5. Parathyroids—Hypo-and hyper-activities. The 
newer conceptions of calcium metabolism. 
The suprarenals (medulla and cortex). 

6. The thymus and pineal—Pluriglandular dis- 

orders. Clinic. 

Dr. Shelton has the following to say: “Each sub- 
ject would be treated about as follows: A brief re- 
sume of the phylogenesis, embryology, anatomy, 
histo-pathology and physiology of the gland, its re- 
lationship to the entire endcorine system and oth- 
er systems of the body, its clinical significance and 
modern treatment of its disorders. Of course this 
takes up a lot of modern biochemistry, particu- 
larly regarding the anterior lobe of the pituitary 
and the gonads. The lectures would be entirely 
practical from a clinical standpoint, however, and 
be or interest and value to every man No matter 
what his specialty.” 

The fee for the course is $25.00 providing there 
are as many as ten men taking the course. 

Those who wish to take the course will please 
apply to Dr. Orville Harry Brown. 


bo 


Cretinism and myx- 





DALLAS SOUTHERN CLINICAL SOCIETY 

Elsewhere in this issue will be found advertise- 
ment of the second annual Clinical Conference of 
the Dallas Southern Clinical Society, to be held 
from March 30th to April 3rd, 1931. This is very 
advantageously pleaed immediately following the 
Congress of the College of Physicians in Balti- 
more which will close on March 27th. 

The Dallas meeting was a very successful one 
this year (1930), and a very attractive program is 
in the process of construction for the 1931 Confer- 
ence. 





SITUATIONS WANTED 


WANTED-—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections en- 
able us to give superior service. Aznoes National 
Physicians’ Exchange, 30 North Michigan, Chicago. 
Established 1896. Member The Chicago Association 
of Commerce. 
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WHAT TO PO IF THREATENED WITH 
SUIT FOR ALLEGFD MALPRACTICE 
(The following outline is furnished by Dr. 

D. F. Harbridge, Secretary of the Arizona 

State Medical Association, and apnlies par- 

ticularly to the physicians and surgeons of 

that state.) 

A vhysician threatened with a suit for al- 
leged malnractice usually receives his first 
intimation of the same in the form of a let- 
ter from an attorney. stating that his for- 
mer patient has recently sought his legal ad- 
vice. and that considerable trouble might be 
saved hy all concerned by an early interview 
hetween the phvsician and the attornev. 

What should 2 member of the Arizona 
State Medical Association do under such 
circumstances? 


He should, without comment, promntlv ac- 
knowledge receipt of the communication. 
and state that further renly would no doubt 
he made in due time by his (the vhvsician’s) 
levcal representative (not necessarv. to 
name.) The threatened member should im- 
mediately send copies of this corresnondence 
to the Secretarv of the Arizona State Medi- 
cal Association. This done. there is no occa- 
sion for haste. and no occasion for actually 
consulting an attorney until after a formal 
summons from the Sunerior Court has been 
served bv a representative of the comrt. 
Such a summons alwavs mentions a time 
limit. usuallv twentv-one davs. durine which 
an apnearance must he made in court in be- 
half of the nhvsician unon whom summons 
has heen served. This period leaves amnvle 
time for the comnletion of a formal apnlica- 
tion bv the member for the assistance of his 
State Medical Association in the conduct of 
his defense. 

Every step in the reauirements nrinted 
on the annlication hlank is hased on fifteen 
vears’ exverience in the administration of 
the medical defense benefits of our State 


Association, and is designed to acquaint the 
Medica! Defense Committee, and the legal 
counselor for the Association, with the 
charges against the threatened member, as 
well as his recital of his methods pursued 
in treating the case. The names of consult- 
ants called, if anv, and the office or labora- 
tory and hosv‘tal records of the case avail- 
able for develoving plans for the conduct of 
the defense in court are thus reviewed by 
certain of the threatened physician’s fellow- 
members. As a result of this care in ap- 
rrovine arp'iications for defense by the 
State Association, manv threatened suits in 
the past have been abandoned and those 
coming to trial have always heretofore been 
successfully defended. 

In conclusion. a'l members are advised to 
pay their annval county medical society dues 
promptly; second, to keen records of all pa- 
tients: third, ty seek consultation in unusu- 
ally difficult cases; fourth, to require pa- 
tients refusing x-ray examinations, when re- 
quested, to sign a release blank; fifth, tol- 
erance and exercise of the severest caution 
not to criticise before a patient the work of 
a colleague; and, fina'ly, to consult prompt- 
lv the secretarv of the countv medical soci- 
ety or the state association before discuss- 
ing with an attorney any threat based on 
alleged malpractice. 





SIXTH BIENNIAL REPORT OF THE 
NEW MEXICO BUREAU OF PUBLIC 
HEALTH. 

This is a very handsome brochure, one of 
those we like to file away for future ref- 
erence. Handsomely printed, on fine paper, 
it contains some very interesting data. It 
summarizes bv gravhs the information pre- 
viously given in a paper by Dr. C. S. Luck- 
ett, Director of the Bureau. It then sum- 
marizes the activities and work of the Bu- 
reau during the two vear period from July 
1, 1928, to June 30, 1930. 
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ARIZONA STATE BOARD OF HEALTH 


MONTHLY BULLETIN 


The August issue of the Bulletin of the 
Arizona State Board of Health is a very 
pleasing pamphlet. It is pleasing because it 
gives some very interesting information in 
readable type, and because it apparently in- 
tends to inaugurate a new series of month- 
ly bulletins for that state. The article on 
the “Full Time Health Units for Arizona” is 
worthy of quotation in extenso:— 

THREE FULL-TIME COUNTY HEALTH UNITS 
FOR ARIZONA 

The greatest advance in health yet made in Ari- 
zona, according to U. 3S. Public Health Service 
Standards, and other health agencies interested in 
the promotion of the prevention of disease, has 
been the establishment of a full time unit in Pima 
County, the first county in Arizona to set up. 
‘his 1s due to the cooperation between the state 
board of health, the board of supervisors and the 
county board of health of Pima county. 

The unit opens with a county director of public 
health; three nurses; a sanitary inspector and a 
clerk. 

Gila county is the next, and has also signed for 
its full-time unit, providing for a county director 
of public health; a nurse and a sanitary inspector. 

In this connection the cities of Miami and Globe 
have joined with the county in forming this unit, 
by appointing the same personnel as the board of 
supervisors. Thanks are due them for this coop- 
eration. 

The Board of Supervisors of Maricopa has just 
signed a budget of like intent, which provides for 
a tull-time health unit in that county, with a health 
officer; two health nurses; two sanitary inspectors 
and a clerk, together with ample provision for lab- 
oratory purposes. 

With these three counties fully organized, ap- 
proximately 55% of the entire population of the 
state of Arizona is under full-time units—this with 
Cochise, Yuma and Coconino, which have full-time 
health and indigent officers, gives Arizona prac- 
tically 48% of its counties under full-time men. 
Provision has been made by the U. S. Public Health 
Service for at least one more county to be set up. 

For the period beginning July ist, the State Sup- 
erintendent of Public Health has been able to ob- 
tain from the U. S. Public Health Service and the 
Rockefeller Foundation, the total sum of $17,100 
to apply on county health units. This amount of 
money for this next year is almost equal to the 
total amount appropriated to the state board of 
health, namely $21,400. Altogether, beginning Jan- 
uary Ist, 1930, Arizona has been allotted funds 
from the U. S. Public Health Service and the Rocke- 
feller Foundation, a total of $27,000, or more than 
one year’s appropriation. The proper handling of 
these funds and the success of the county health 
units will predicate further help from these and 
other outside agencies. It is clearly up to the peo- 
ple of Arizona to get back of these health units 
to see that they function properly. These health 
units, in order to accomplish the best results, must 
be free from outside influence which would tend to 
throw away the public good for personal desires. 

It is believed that here in Arizona the conscious- 
ness of the people has been awakened and that the 
intelligent part of our population, which is unusu- 
ally high, will prevail in making Arizona the best 
state in the union from a public health viewponit. 
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SCIENCE AND CULTISM 


The editor has been holding on his desk, 
for several months, the editorial which ap- 
peared, under the above title, in the Journal 
A. M. A. for Feb. 1, 1930, waiting until the 
memory of it has had time to grow dim in 
the minds of the readers of that journal, in 
order that we might reprint it with proper 
effect. There is meat here for thought and 
material for use of those who will discuss 
this matter with legislators during the com- 
ing months of trial, when the medica] pro- 
fession will engage in its ever recurrent 
fight to protect an unappreciative public 
from quacks and cults:— 

“Now and then the medical profession is 
upbraided by the proponents of various no- 
tions in the field of health and science be- 
cause it fail to give to their claims what 
they conceive to be adequate consideration. 
Again and again the difficulties of Galileo, 
Harvey, Jenner and Pasteur, when they at- 
tempted to convince the leaders of their 
times of the importance of their discoveries, 
are cited as evidence that scientists are in- 
tolerant. Apparently cultists and others who 
have had but little experience in reasoning 
and logic, or with what is known as the sci- 
entific method, fail to take into account the 
fact that the world has moved since the time 
of the prophets, and that science has ad- 
vanced more in the past fifty years than in 
the previous fifty centuries. James Harvey 
Robinson wrote an interesting essay on “The 
Importance of Being Historically Minded.” 
With a proper perspective, one realizes that 
science is today in a position to demand evi- 
dence to an extent that might not have been 
warranted in a previous period when the 
whole world was dominated by magic and 
mysticism. 

Recently, Mr. Chester Rowell, feature 
writer for the San Francisco Chronicle, dis- 
cussed the appeal for tolerance made by 
faith-healing cults in the Los Angeles Times, 
following an expose by the editor of The 
Journal of some of the weird quackeries ex- 
isting in Los Angeles. Mr. Rowell says: 

But the appeal for “tolerance” by one “school” 
or another, is an example of a common fallacy. 
There is no “tolerance” of astrology by astronomers. 
There is no “tolerance” of fortune-telling by psy- 
chologists, nor of perpetual motion inventors by 
physicists. Geologists do not locate oil or water by 
dowsing with a forked stick, nor “tolerate” those 
who do. Entomologists do not “tolerate” those who 
would exterminate insect pests by interfering with 
their spontaneous generation. Scientific agricul- 
ture does not “tolerate” the theory that potatoes 
grow wrong unless planted in the dark of the moon. 
All these “schools” exist, and they are all rejected 
outright as unscientific superstitions by every sci- 
entist in the world. 

On the other hand, good Catholics tolerate the 
Holy Rollers and Buddhists tolerate the Mormons. 
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Atheists tolerate the faith of Christians and Chris- 
tians the unfaith of atheists. Protestants and Chris- 
tian scientists tolerate each other’s religion, each 
respecting the right of the other to seek God in his 
own way. But the law of the land did not tolerate 
polygamy, when the Mormons said it was religion, 
and the Regents of the University of California do 
not permit the anti-vaccinationist student to endan- 
ger the health of other students, even though he 
calls his objection religious. . 


So in medicine. If it were a matter of faith, dog- 
ma or canons, one “school” should “tolerate” an- 
othre. If it is a matter of science, then the only 
distinction is that of scientific and unscientific. And 
between science and non-science there is no equality 
of right, and no basis for tolerance. The fact that 
millions of devout people in India believe in casting 
their horoscopes by the stars does not erect them 
into a “‘school” of astronomy, nor impose on astron- 
omy any obligation to recognize them. They are 
neither “regular” nor “irregular” astronomers— 
they are not astronomers at all. Neither is any 
unscientific theory or practice of healing any part 
of the science of medicine. There are only two sorts 
of medicine, scientific and unscientific. And of the 
unscientific “schools,” science has only this to say 
—that they are unscientific. 


How, then, shall we distinguish which principles 
and practices of healing are scientific, and which 
are not? The simplest test is that which we unhesi- 
tatingly apply in every other branch of knowledge. 
That is the judgment of scientists. If the scientists 
say that a certain thnig is scientific, we accept it 
as such. If they all say it is unscientific, we say 
likewise, at least until it has succeeded in convinc- 
ing them. Every scientific university in the world 
teaches astronomy, and not one teaches astrology. 
All of them teach chemistry and not one teaches 
alchemy. Every university in the world teaches 
scientific medicine, and not one of them—not a sin- 
gle one in the whole world—teaches or recognizes 
any of the “schools” or sects for which the Times 
speaks. If the unanimous voice of science means 
anything, this is its verdict. 


The next test, and the decisive one, is that of 
method. Scientists may be mistaken, sometimes, 
in their results and conclusions. Sometimes a thing 
which seems true in the light of incomplete inform- 
ation becomes only partly true in the light of later 
discoveries. But science is not mistaken in its 
method. That method is systemtaic observation 
and experiment, and the submission of these ob- 
servations and experiments to the scientists of the 
world, for them to repeat, to test and to scrutinize. 
Whatever pursues that method and is approved by 
that test is scientific—including, in medicine, light 
rays for tuberculosis, diet for many ailments and 
hydrotherapy for certain mental conditions. What- 
ever does not proceed by that method, or fails by 
that test, is unscientific—including all the cults, 
sects and schools which Dr. Fishbein rejects and the 
Times defends. 

Mr. Rowell has placed his finger unerring- 
ly on the weaknesses of the cultists. His 
logic might well serve as a text in the 
schools, not only that it might aid the 
younger generation in learning the art of 
reasoning and judgment, but also that 
physicians might realize the basic folly of 
the strange schemes which are constantly 
being introduced to the public around them. 
—Jour. A. M. A., Feb. 1, 1930. 
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‘ABSCESS OF THE LIVER AND ATYPI- 


CAL AMEBIC DYSENTERY 


(Continued from page 493) 
ance in the history. No history of diarrhea. In 
fact, patient specifically stated that he had never 
had any trouble with diarrhea, neither had he been 
afflicted with constipation. 

Physical examination at this time disclosed a 
white male, approximately 50 years of age, with 
a marked degree of, emaciation. On first appear- 
ance one would be immediately struck with the 
typically cachectic state of advanced carcinomato- 
sis; however, on second thought there was some- 
thing that suggested sepsis. 

The abdominal examination disclosed a large 
mass in the upper abdomen which could be seen by 
inspection, non-pulsating in character and certainly 
not nodular. It was soft and boggy in consistency, 
without definite outlines, pulsating slightly on 
pressure and non-movable. There was a distinct 
murmur over this area, fading out upward towards 
the precordial region and downward over the ab- 
dominal aorta, synchronous with the cardiac im- 
pulse. There was little or no rigidity over the mass 
and only a moderate amount of tenderness. Rectal 
examination disclosed considerable tenderness and 
an edematous area over the prostate gland, proc- 
toscopic examination being advised. There were no 
hemorrhoids, fissures or evidences of new growth. 
Aside from these findings the examination was neg- 
ative, except of course for the advanced degree of 
emaciation, 

X-ray examinations that were noted are as fol- 
lows: November Ist, 1929, there was apparently 
a single plate taken in the region of the spleen 
with the report that there were no abnormal densi- 
ties in that region or elsewhere in ‘the abdomen. 
Subsequent to this report there was an examina- 
tion of the stomach which showed contour of the 
pylorus normal, the duodenal cap showed no filling 
defect, nor was there other evidence of pathology. 
This was followed by a colonic examination. The 
barium snema would not pass beyond the iliac col- 
on. There was no gross filling defect in this area. 
The barium given the previous day passed out of 
the colon and the impression was that this was a 
spasm of the bowel rather than an organic obstruc- 
tion. Urine showed a heavy trace of albumin. R. 
B.C. 5,000,000; hemo, 70; leukocytes 14,900, polys 
89. Gastric-analysis of Nov. 11 showed an _ acid- 
ity of 21, free hydrochloric acid 10. No occult 
blood. Wassermann examination was negative. 

From Nov. 1 to Nov. 27, the course was pro- 
gressively downward, afebrile in character with 
the exception of an occasional rise to 99 degrees 
intermittently. Treatment was diet with rest in 
bed. Occasional hypodermic of morphine was giv- 
en for pain. In summing up the cardinal features 
of this condition, the following points seem most 
prominent. General downward progress, onset of 
pain of the character and tpye described, blood in 
the stool, rectal tenderness, evidence of tumor mass 
in the upper abdomen with its pulsating charac- 
teristics, the elicitation of a murmur confined to 
the mass, synchronous with the cardiac impulse, 
which died out downward over the abdominal aor- 
ta. The absence of positive findings on x-ray of 
the gastro-intestinal tract. The diagnosis noted 
on the hospital chart was cancer of the pancreas. 

In summing up the salient features I can hard- 
ly agree that this patient is suffering from a mal 
ignancy of any type but would be rather inclined 
to think that in all probability there is a general- 
ized infection and even ‘in the face of a negative 
Wassermann, I would still suspect the general con 
dition to be luetic in origin. The mass in the up 
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per abdomen, I think presents enough character- 
istics that it might be called an aneurism of the 
abdominal aorta. However, I am putting forth 
opinion in the form of a working diagnosis for 
want of something better, and am not inclined 
to think that this patient’s condition can be bettered 
in any way surgically. However, the object of con- 
sultation was to determine whether or not an ex- 
ploratory laparotomy should be advisable and this 
procedure I think should be left to the discretion 
of the patient, which he decided on and requested 
the following day. 

Operation: Exploratory laparotomy, Nov, 27. Un- 
der novocain anesthesia, midline incision made 
starting high up on the ensiform and extending 
downward to the right and little below the um- 
bilicus. Liver and gall bladder were normal in 
appearance and position. The stomach was examin- 
ed and appeared rather whitish in color probably 
due to the patient’s condition but no masses, ul- 
ceration or adhesions were found. There was 
marked retroperitoneal edema but no _ definite 
mass could be made out. There was a large pul- 
sating aorta but could not be interpreted as an 
aneurism. Intestine was pale but probably normal. 
In the region of the cecum there was boggy like 
mass infiltrating the wall, soft and irregular in 
shape, extending up about half way on the as- 
cending colon and involving the entire corcumfer- 
ence of the cecum. There was marked venous con- 
gestion in this region. Cecum was mobilized with 
difficulty. Appendix was retrocecal but normal in 
appearance. The ascending colon was found nor- 
mal including the hepatic flexure to an area about 
half way across transverse colon. Another soft 
boggy nodular mass involving wall of colon was 
felt with slight ulceration on the peritoneal sur- 
face of the colon where another similar but small- 
er condition was found. The sigmoid could not be 
satisfactorily examined. Neither kidney could be 
satisfactorily examined because of the retroperi- 
toneal edema. 

A section was removed from the cecum and sent 
to the laboratory for pathological examination. 

Abdomen was closed in the usual manner, Pa- 
tient was given 500 c.c. of saline solution in the 
vein, 

COMMENT: It is my impression that this path- 
ology in the colon is probably secondary to pathol- 
ogy elsewhere. There is still possibility of some 
retroperitoneal tumor but because of the edema, 
this could not be made out. 

DIAGNOSIS: Undetermined. 

Patient expired Dec. 2, after a 
post-operative course, 

AUTOPSY: Examination was negative with the 
exception of the colon and the liver. There was a 
large abscess in the left lobe of the liver contain- 
taining approximately four ounces’ of pus, 
which broke through at the diaphragmatic sur- 
face. The surrounding edema in the soft tissues 
explains the murmur heard in this region, and 
also the mass described in the physical examina- 
tion. On opening the colon, there were multiple 
ulcerations along the entire surface extending 
from the cecum to the sigmoid, characteristic of 
amebie infection. The abdomen was filled with 
plastic exudate due to perforation of numerous 
ulcerated areas and resulting peritonitis which was 
the direct cause of the patient's death. 

DISCUSSION 
Dr. Joseph Madison Greer 

In the discussion of a case of this kind it is prob- 
ably in order to say a few words about amebie dys- 
entery in general. 

Amebic dysentery has been defined as an acute 
infectious disease caused by entameba histolytica 
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and characterized by the presence of multiple ul- 
cers in the colon, which show a tendency to coalesce 
and to produce communicating sinuses in the sub- 
mucous tissue and amebic abscess of the liver. 

The exciting cause is of course the entameba his- 
tolytica, and as to the predisposing factors we usu- 
ally think it is necessary for a patient to have 
been in the tropics in order to become infected with 
ameba. This case shows that this is not at all nec- 
essary as he was never in the tropics. Dr. Dysart 
has also called our attention to this point and has 
made the statement that he has seen cases of am- 
ebic dysentery in this section of the country that 
have never been in the tropics. 

The adult male seems to be more often infected 
than either women or children. This is probably 
because of the water supply. The incubation period 
is given from seven to twelve days. The disease 
develops insidiously with a mild diarrhea for a 
while and then constipation. Then alternate attacks 
of diarrhea and constipation. There is gradual loss 
of strength and in advanced cases the patient may 
be unable to leave his bed. There are frequently 
complaints of ringing in the ears, anorexia and oc- 
casional attacks of nausea. There may be some 
fever at first but later the temperature falls to 
normal or below. Upon physical examination we 
usually find evidence of emaciation and associated 
signs, such as yellow skin, sunken cheeks, dry 
tongue, etc. There is also flabby muscles, edema 
of the ankles and later weak and rapid pulse. 

During the attacks of diarrhea there is the pass- 
age of bloody mucus and amebae should be found. 
However in the chronic cases it is not always easy 
to find amebae. The blood findings should be that 
of anemia. 

Of the complications of amebic dysentery, he- 
patic abscess stands out as the most important, al- 
though there are other complications as peritonitis, 
pyemia, malaria, bronchopneumonia, etc. Hepatic 
abscess may develop at any stage of the disease 
but usually after the disease has become chronic. 
The abscess is usually located in the right lobe near 
the superior surface, the organ as a rule is some- 
what enlarged. In this case there was no appreci- 
able enlargement of the liver and the abscess occu- 
pied the left lobe of the liver near the superior sur- 
face and replaced the liver substance rather than 
displacing it. 

It would seem in this case that a diagnosis should 
have been made. If this man had a history of diar- 
rhea, or if he had ever been in the tropics, the first 
sight of the colon wolud have caused an immediate 
exclamation of “amebic dysentery.” If he had been 
a soldier or if I had operated upon him in an army 
hospital I am quite sure that I should not have 
been led astray. However, I am frank to say 
that I was so sure that there was a malignancy 
someplace that I did not think of a liver abscess 
even after exploring the abdomen and inspecting 
the colon. This was a case in which the history 
was misleading. Usually the history is the most 
important help in the diagnosis. 


DOCTORS AND SPECIALISTS, by Dr. Morris 
Fishbein, Editor of the Journal of the American 
Medical Association. Bobbs-Merrill Co., 188 pp. $1.00. 

The subtitle of this brochure is “A Medical Revue 
with a Prologue and a Good Many Scenes.” It is 
dedicated to “Every Doctor with a Sense of Humor, 

Something a Doctor Must Have to Live at All.” 
This is Fishbein’s gentle, at times pointed satire 
at its best. Every doctor will enjoy this book. If 
he is a specialist, he will enjoy the caricature of 
himself which he will likely find there. After buy- 
ing and reading it, let your friends read it and 
laugh with you. Ww. W. W. 
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CASE OF EPIGASTRIC PAIN AND CON- 
TINUED FEVER 
(Continued from page 493) 


six of the last eight. Blood 11,100 to 28,400 leu- 
kocytes, 67 per cent polymorphonuclears, hemoglo- 
bin 60 to 70 per cent, reds 4,020,000 to 4,840,000, 
moderate achromia. Two Hinton tests strongly pos- 
itive, one Wassermann moderately positive. Fast- 
ing contents of stomach: 15 cubic centimeters of 
thick clear mucoid fluid, no free hydrochloric acid, 
combined acid 2, guaiac negative. Test meal: thick 
yellow mucoid fluid, no free hydrochloric acid, com- 
bined acid 13, guaiac strongly positive. Stools, 
guaiac positive at ten of thirteen tests, strongly to 
very strongly at eight. 

X-ray examination showed the diaphragm low on 
the right, high on the left. The costophrenic angles 
were clear. There was generalized prominence of 
the larger lung markings. The aorta was slightly 
tortuous. The kidney outlines were rather indis- 
tinct on both sides. There were two shadows on 
the right, probably artefacts. The spine showed an 
anatomical variation in the fifth lumbar vertebra. 
The plate was unsatisfactory on account of motion. 
Plates taken with the radiographic catheter in po- 
sition confirmed the previous findings. After injec- 
tion, the pelvis of the right kidney was fairly well 
shown lying unusually low, opposite the transverse 
process of the third (?) lumbar vertebra. The low- 
er pole of this kidney overlay the crest of the ilium. 
The pelvis was not enlarged or abnormal in shape. 
The usual cupping of the minor calices was pres- 
ent. 

Temperature 97.7° 
104.8 May 20 and a terminal rise to 105°. 
75 to 131. Respirations not remarkable. 

A surgical consultant advised exploration. One of 
the surgical chiefs advised against it. 

The morning of May 20 there was a rise of tem- 
perature to 104.8°. The leukocyte count was 28,000. 
There was marked costovertebral tenderness on the 
right. The patient vomited but complained of no 
pain. That night the abdomen was slightly tense. 
The next day he vomited again. There were a few 
small blood clots in the vomitus. May 23 the tem- 
perature was nearly normal. In the right costo- 
vertebral angle a small firm irregularity was felt, 
quite tender to pressure. A genito-urinary consul- 
tant thought the shadow in the region of the right 
kidney might be a stone. A visiting physician be- 
lieved exploration was warranted. The patient felt 
well. June 1 cystoscopy showed both ureters nega- 
tive. The shadow did not show in the plates taken 
at cystoscopy. No evidence of renal pathology was 
found. 

June 5 a blood culture showed streptococcus viri- 
dans. The organism differed from those isolated 
from subacute bacterial endocarditis cases both in 
morphology and cultural character, It was closely 
allied to organisms found in a few cases of arthri- 
tis and some rheumatic aortic heart valves at aut- 
opsy. June 9 another blood culture was negative. 

June 11 a genito-urinary consultant thought there 
was a mild cystitis following cystoscopy and 
thought it was not a factor in the elevation of tem- 
perature. 

The patient grew increasingly drowsy. He had 
almost constant hiccup for three days before death. 
June 18 he died. 


to 102.2°, with elevation to 
Pulse 


DISCUSSION 
DR. FRANK J. MILLOY 
(Before Clinical Club of Phoenix) 

At first thought this looks like a complication of 
diseases. But I think it will resolve itself into that 
of a man with an old luetic infection who has de- 
veloped carcinoma of the stomach. The main point 
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of differentiation is between carcinoma and syphi- 
lis of the stomach, and while syphilis may simu- 
late any other disease, this is almost too typical a 
picture of carcinoma of the fundus to be syphilis. 
Carcinoma will explain any symptom here except 
the urinary findings and positive blood culture ob- 
tained at one time. 

The age of onset (at 49), the history of onset be- 
ginning a year and a half before admission, the 
heavy feeling in the stomach at the onset, and the 
discomfort relieved at times by food, the feeling of 
relief after a physic, the gradual loss of appetite, 
the loss of weight and strength, and the stubborn 
constipation during the past six months, present a 
typical picture of carcinoma. The x-ray localizes 
the lesion in the fundus. This explains the slight 
nausea and absence of vomiting and other evidenc- 
es of obstruction, because there was no organic pro- 
cess in the region of the pylorus. The stomach an- 
alysis is a little misleading; the total acidity of 13 
and the absence of free HCl is more like gastric 
achylia. If a test for rennet had been made it 
would have decided this point. Rennet is absent in 
gastric achylia. In carcinoma you expect an ab- 
sence of free HCl but a high total acidity. How- 
ever, gastric achylia is a common finding in old 
luetic cases, without any other evidence of syphili- 
tic involvement of the stomach, and this man may 
have had a gastric achylia before ever developing 
a cancer. There was no test made for lactic acid 
and nothing said about Boas-Oppler bacilli, but 
would not expect to find these present when there 
was no obstruction. The strongly positive guaiac 
test in the stools is one of the most important find- 
ings in favor of carcinoma of the lumen of the gas- 
tro-intestinal tract. There are only about seventy 
cases of gastric syphilis reported in the literature. 
It occurs in three forms; as an ulcer in the region 
of the pylorus simulating ordinary non-specific 
peptic ulcer, as an extensive infiltrating process in 
the wall of the stomach, or as a gumma. It seldom 
gives the strongly positive guaiac reactions on the 
gastric contents and stools, and very often there is 
a barium residue in the stomach. There was no 
residue in this case and if the observation had been 
made, it would probably have been found that the 
barium left the stomach rapidly, which is further 
evidence of carcinoma not involving the pylorus. 
But the main evidence against gastric syphilis is 
the fact that he did not respond to anti-luetic treat- 
ment, or else did not receive any. 

Of course it is impossible to tell just how many 
of these terminal pains and other symptoms may 
have been caused by syphilis and how many by the 
carcinoma. Syphilis may explain the electrocardio- 
graphic findings. I think they are trying to find 
evidence of a hypernephroma aslo. X-raying the 
spine and searching for tumor in the region of the 
kidneys suggest this, but I cannot see where they 
have found any evidence. Hypernephroma is an af- 
fection of childhood or advanced age. Hematuria 
is almost a constant symptom. The normal pyelo- 
grams are against hypernephroma or other kidney 
tumor. There were a few blood cells at first but 
the blood cells in the later specimens were probably 
the result of the cystoscope. But this man may 
have had renal calculus and pyelitis. There is suf- 
ficient proof for this and hardly anything else will 
explain the blood and pus in the urine. 

I do not know how to explain the positive blood 
culture. I doubt if it will be explained. There is no 
other evidence of endocarditis nor sepsis, and there 
is no evidence of nephritis. The variation in spe- 
cific gravity, absence of albumin and edema, and 
normal blood pressure and arteries, are against any 
nephritic disease. The elevation of temperature 
and leucocytosis are not uncommon in carcinoma. 
The terminal hiccough may have been due to the 
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carcinomatous process in the upper abdomen, or 
to interference with renal function toward the end. 
Diagnosis:—Syphilis nad gastric carcinoma. 





Diagnostic conclusions on this case were given 
by the following members of the Club: 

Dr. F. C. Jordan:—Syphilis; carcinoma of stom- 
ach. 

Dr. H. P. Mills:—Carcinoma of stomach; endo- 
carditis, mitral and aortic; pyelitis of right kidney. 

Dr. W. W. Watkins:—Possibilities from history, 
heart or aortic disease, stomach lesion, gastric 
crises, liver or gallbladder lesions, pancreatic le- 
sions, abdominal angina, colon lesion. Clinical ex- 
amination rules out heart; laboratory and x-ray es- 
tablish stomach lesion, probably cancer and syphi- 
lis. Diagnosis: cancer of stomach, posterior wall 
with perforation, and septicemia. 

Dr. T. T. Clohessy:—Syphilitic aortitis; gastric 
syphilis on which developed a streptococcic viridans 
septicemia. Gastric symptoms, achlorhydria, lung 
markings quite characteristic of syphilis; final ill- 
ness and death from streptococcus viridans septi- 
cemia. 

Dr. O. H. Brown:—Streptococcic endocarditis 
(mitral); cancer of stomach; syphilis; pyelitis and 
ptosis of right kidney; aortitis; hernia, 








DR. RICHARD C. CABOT 
(In part, from journal above) 

We certainly cannot conclude much from that epi- 
gastric pain. It is about the commonest place for 
pain in the human anatomy. 

The first two sentences in the present illness sug- 
gest angina pectoris. But the pain may be due to 
distention of the stomach with air. 

Among the many symptoms noticed the dyspnea 
is perhaps the most outstanding. We wonder if he 
has a cardiezc trouble or a hypertension. We won- 
der if he has a nephritis which has gradually gone 
on to produce his anemia. We wonder about his 
stomach on account of the gastric symptoms. We 
wonder about his gall bladder, but not very defi- 
nitely. That is as much as we can do on the basis 
of that first long paragraph. 

“It was further learned that food relieved the 
pain and that he had had much gas after meals and 
at night.” That means they thought of ulcer. 

X-ray examination of the stomach is very im- 
portant in a case like this. Dr. Holmes, will you be 
good enough to comment on these plates for us? 

Dr. George W. Holmes I might say first that 
the gastric examinations at this hospital are made 
largely with the fluoroscope. We depend very lit-, 
tle on the plates in the final interpretation of the 
x-ray findings. When we find anything interesting 
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by fluoroscope we take plates to demonstrate it. 
This patient presents a deformity at the fundus of 
the stomach. From these plates you would not be 
able to say whether there was anything wrong with 
the pyloric portion or not. They were taken to dem- 
onstrate the deformity in the fundus of the stom- 
ach. Deformities in this region are the most diffi- 
cult to demonstrate of all lesions of the gastroin- 
testinal tract. Lesions of considerable size may be 
completely missed in this region. Success in dem- 
onstrating it depends upon watching the barium as 
it passes into the stomach and on examining the 
patient in a great many positions. The observation 
which is most valuable is the passage of the first 
swallow into the stomach. Another observation 
that is valuable is made with the patient on his 
back on the couch. When the patient breathes deep- 
ly the normal stomach changes in shape with each 
expiratory excursion. In a stomach infiltrated with 
cancer this change does not take place. In the low- 
er portion of the stomach our diagnosis is much 
easier because we have peristaltic waves which we 
can see passing over the stomach. This patient 
shows a definite deformity, and we have the other 
signs, so that we have enough evidence to justify 
us in making a diagnosis of tumor of the stom- 
ach. A lesion at the fundus is almost invariably 
carcinoma. You do not get ulcer in that region. 
There are very few benign lesions to consider. In 
fact I cannot recall a single lesion in that region 
that was not cancer. 

Dr. Cabot: Working with one or another radiolo- 
gist one gets used to the different temperaments. 
Dr. Holmes is a particularly conservative man. In 
all the years we have been working together never 
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have I heard him commit himself so emphatically. 
I cannot help but be strongly moved. 

“Liver edge not definitely felt, but resistance 
was noted in the areas shown in the diagram.” 
Of course with a diagnosis which we suspect strong- 
ly of being carcinoma of the stomach we are think- 
ing of metastases in the liver. 

The dyspnea on exertion is interesting, because 
we are so apt to associate that with heart and lung 
disease, although we see many cases here where it 
is not associated with any disease of the thorax, 
many cases with high diaphragm or tumor below 
the diaphragm, raising it, and a good many cases 
which we cannot explain at all. 

NOTES ON THE PHYSICAL EXAMINATION 

I do not yet know why his fingers were clubbed. 

There is nothing extraordinary about the urine 
examination. We cannot construct any particular 
lesion in the kidney out of that. 

The blood shows a slight secondary anemia with 
leukocytosis. 

From the x-ray examination that could not be 
syphilis of the stomach, could it? 

Dr. Holmes: I do not believe so. 

Dr. Cabot: So that what you would expect to see 
if it were a cancer is present in the stomach ex- 
amination. Excluding rare meat diet and hemor- 
rhoids that guaiac is suggestive of an oozing car- 
cinoma higher up. 

Dr. Holmes: This is the left chest. The dia- 
phragm is distinctly higher on the left. There are 
a number of things that can give high diaphragm 
on that side, among them carcinoma of the fun- 
dus of the stomach and tumor immediately below 
the diaphragm. But high diaphragm is very com- 
mon when there is nothing wrong. A patient who 
has just eaten will have a high diaphragm on the 
left side. Anything that interferes with the pass- 
age of air into the lung will cause a high dia- 
phragm. There is nothing in this patient’s chest, 
nothing in the lung or bronchus to suggest such a 
condition. Our interpretation would be that he had 
something below the diaphragm pushing it up or 
that he had taken food just before the plate was 
made. 

In the x-ray of the kidney there is a suggestion 
of a shadow in this area. There was some question 
at that time as to whether that was a stone in the 
lower pole of the kidney or whether it was an 
artefact. By artefacts we mean shadows produc- 
ed by substances on the skin or due to some error 
in the dark room. It is hard to say, but I think 
that is an artefact. There is something about it 
that suggests it. 

Then he had a catheter inserted. The right kid- 
ney is considerably lower than the left, I think per- 
haps a little more than normally, and the shadow 
whoch we saw in the previous plates is not visible 
in this, at least in this light. So that that would 
rule it out as being a stone and place it definitely 
in the category of artefact. 

Dr. Cabot: So we find nothing to trace to the 
kidneys. In connection with the dysuria remember 
the leukocytes and blood which we noticed in the 
urinary sediment. In spite of many complaints 
which we do not satisfactorily account for, and al- 
though there is some blood and pus in the urine, 
we do not seem to have any sufficient evidence to 
condemn the kidney. 

Dr. Edward L. Young, Jr.: He had, following 
this, temperature and costovertebral tenderness. I 
think it is true that pyelitis is often made to take 
the blame when temperature is not otherwise ex- 
plained, and I think there is often unwarranted 
curiosity on the part of all of us to find out the 
why and wherefore. It seems to me that even if 
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that was a stone we took the chance of stirring up 
the kidneys by cystoscopy. 

From May 20 to the fourth of June is a very long 
time for it to take a case of infection in the kidney 
to develop. In a coccus infection you will get the 
cocci in the urine, but you may get a grossly clear 
urine. But even May 20 to June 4 is a long time 
for that to stay clear. I should question somewhat 
whether there had been some pyelitis present. 

Dr. Cabot I will read to the end and then we 
will try to get Dr. Young to commit himself on 
what was found in the kidney. 

The chart shows that the temperature was con- 
stantly elevated throughout his whole stay here. 
He had never had a steady normal temperature 
from the time he entered until he died. It was very 
much higher in the last few days, but it reached 
102° nearly every two hours for two weeks. So we 
ought to find something else besides cancer of the 
stomach. 

DIFFERENTIAL DIAGNOSIS 

I am not going back of the reasoning which Dr. 
Holmes brought before you in relation to cancer 
at the fundus of the stomach. He thinks it may 
possibly involve the esophagus too, but we have had 
no dysphagia or other swallowing symptoms. There 
is nothing in the .rest of the examination that at 
all points away from cancer. There is an achylia. 
There are no gastric symptoms characteristic of 
gastric cancer, but any gastric symptoms that you 
can name are consistent with it. I do not think 
however that cancer is going to account for every- 
thing that Dr. Mallory is going to tell us. I think 
our chief business is to make some guesses as to 
what terminal infection the patient had. Could he 
have had a terminal infection in or about that can- 
cer with a local peritonitis? I think not. There is 
not enough local disturbance in the way of spasm 
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and pain, and there is nothing sudden in the onset 
of symptoms to warrant that diagnosis. 

What are we to make from this streptococcus 
viridans? We suspect that he has an endocarditis. 
I do not see how we can rule out a vegetative endo- 
carditis, a malignant endocarditis. He has also a 
systolic murmur. That is all he needs to have. It 
is enough to justify suspicion of that diagnosis. But 
we have no evidence of embolism unless these kid- 
ney symptoms may be taken as embolic. 

Has he a renal suppuration, a suppurative ne- 
phritis, localized or diffuse, with pyelitis? I am 
not at all prepared to say that he has not. I can 
not make any better guess than that he has. I do 
not see anything else that is suggestive of other 
localization of inflammatory process except the 
heart (by the culture) and the kidney by the evi- 
dence that Dr. Young has just gone over with you. 
I think Dr. Mallory will not find a long-standing 
bacterial endocarditis, though I cannot exclude it. 
But something in the kidney, in the pelvis of the 
kidney, or in both seems on the whole more prob- 
able. 

Dr. Young, would you like to commit yourself? 

Dr. Yovng: I should like to say that when I was 
talking I did not get down to the streptococcus 
viridans. Of course that would mean a cortical le- 
sion, and it is true that cortical lesions of the kid- 
ney may be present and very little may show in the 
examination of the urine. But that is not the com- 
mon thing. There is generally persistent and mark- 
ed tenderness in the costovertebral angle, and that 
generally increases with the onset of perinephritic 
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infection. I wish they had taken a culture of th 
urine to tell us whether it was streptococcus ther 
also. I believe, however, that Dr. Mallory will tell 
us that the kidneys are not infected as a primar 
cause of this condition, although I cannot say they 
may not be, any more than you can rule out the 
heart. 

Dr. Cabot: You agree that we have to say some: 
thing more than cancer of the stomach? 

Dr. Young: I agree to that, and I think it is most 
likely to be one of those two things. 


DR. CABOT’S DIAGNOSIS 
Cancer of the stomach. 
Acute endocarditis ? 
Suppurative nephritis or pyelitis or both. 


DR. TRACY B. MALLORY 
ANATOMIC DIAGNOSES 

1. Primary disease. 

Carcinoma of the stomach with perforation. 

2. Secondary or terminal lesions, 

Multiple polyps of the stomach. 

Metastases to both adrenals. 

Abscess adjacent to hilus of spleen. 

3. Historical landmarks. 

Chronic cystitis and pyelitis. 

Cystitis cystica. 

The primary cause of death in this case was, as 
diagnosed, a carcinoma of the stomach. The case 
was distinctly unusual in many other features, 
however. The stomach contained two small tumors 
of different character. One, occupying a large part 
of the greater curvature, was an ordinary benign 
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polyp. The other tumor at its edges had the struc- 
ture of a benign polyp, at the center the structure 
of a rapidly growing undifferentiated carcinoma. I 
think there is no question that cancer developed 
from one of the two polyps present in the stomach. 
If he had been caught a year or so previously they 
might have found only two benign polyps, I think. 
In the center of the carcinoma a small perforation 
had occurred and a small abscess was found lying 
between the fundus of the stomach and the hilus 
of the spleen. This was sharply localized. There 
was no generalized peritonitis. The tumor did not 
extend into the esophagus. It had invaded the left 
dome of the diaphragm over a wide area nearly ten 
centimeters in diameter, and large tumor nodules 
projected from the pleural surface of the diaphragm. 
| believe they might have shown in the x-ray plate 
if there had not been a moderate amount of fluid 
in the left chest. 

The kidneys showed an apparently mild degree 
of pyeiltis with very little involvement of the renal 
parenchyma. 

A slight degree of bronchponeumonia was pres- 
ent and probably accounted at least in part for the 
terminal rise in temperature. 

Metastases were found only in the adrenal 
glands. Both glands were involved and apparently 
completely destroyed. No trace of adrenal paren- 
chyma could be demonstrated at post mortem ex- 
amination. 

Dr. Cabot: It is very interesting, that last point. 
A man can have normal blood pressure and no evi- 
dence of Addison’s disease when both adrenals are 
diseased. It is not the first time I have heard it, 
but it always surprises me afresh. I suppose it 
pom that the essential part of the organ is still 
intact, 

We had three infections at the end, the abscess 
and perforation of the cancer in the stomach and 
spleen, the mild pyelitis and the bronchopneumonia, 





—A Baker Institute “Diagnosis.”—The history of 
every quack concern that professes to cure cancer 
is monotonously alike. The scheme consists in di- 
agnosing every simple skin lesion, no matter how 
benign, as cancer. Caustics are then applied and a 
hole eaten in the tissues with inevitable disfigure- 
ment and the patient finally sent back home 
“cured.” Of course occasionally the quacks get real 
cases of malignant disease. Most of these are sent 
back home in time to avoid the necessity of the “in- 
stitute” having to sign the death certificate. A re- 
cent case is of interest in that the victim showed 
more intelligence than is frequently displayed and 
thus saved himself considerable suffering and dis- 
figurement. Mr. I., an Iowa farmer, developed a 
lesion on the chin that worried him. He went to 
Muscatine to the Baker Institute where he was 
“examined.” Mr. I. reports that he was told that 
he had cancer of the chin and would have to pay 
two hundred and fifty dollars and also sixty dollars 
a week hospital charges for four to six weeks. The 
Baker Institute, according to the victim, applied 
their cancer remedy. Then the young man got to 
thinking and decided that the Iowa State Univer- 
sity was not far away and that they probably knew 
as much about cancer as Mr. Baker and his “insti- 
tute.” He went to the College of Medicine of the 
state University of Iowa where the dermatologic 
department diagnosed the lesion as Tinea barbae. 
Treatment for ringworm of the beard was _insti- 
tuted and in less than two weeks the young man 
went home. (Jour. A. M. A., July 26, 1930, p. 285.) 





FOR SALE—Complete line Medical instruments, 
operating table, scales; reasonable. Box 152, An- 
thony, N, Mex. 





“STORM” The NEW 


“Type N” 
STORM 
Supporter 


With long laced back 
and low extension 
upon hips; The re- 
inforcing band at- 
tached in front at 
median line, also 
fastened in back. 
Hose supporters in- 


“TYPE “—_ stead of thigh straps. 
Takes Place of Corsets 


Gives perfect uplift and is worn with comfort 
and satisfaction. Many variations of the “Type 
N” Belt provide support in Ptosis, Hernia, 
Obesity, Pregnancy, Sacroiliac Strain, ete. 


Each Belt Made to Order Ask for Literature 


Katherine L. Storm, M.D. 


Originator, Owner and Maker 
1701 Diamond St., Philadelphia, Pa., U.S. A. 
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PATENTS and TRADE 
MARKS! 


Protect your most valuable assets 


Expert service Prompt Attention 


LESTER L. SARGENT 


Registered Patent Attorney 


1115-K St., N.W. Washington, D. C. 








SOUTHWESTERN MEDICINE 





PARKE, DAVIS & CO. 
DETROIT, MICHIGAN 


MEDICAL SERVICE BULLETIN ON 


THIO-BISMOL 


Bismuth, in suitable chem- 
ical form, ranks next to ars- 
phenamines as an antisyphil- 
itic agent. In the form of 
Thio-Bismol (sodium bismuth 
thioglycollate) it is taken up 
promptly and completely from 
the site of injection (the 
muscle tissues), reaching 
every part of the body within 
a short time with rapid thera- 
peutic effect. 


The injections cause a 
minimum of tissue damage, for 
Thio-Bismol is not only water-— 
soluble but tissue—fluid- 
soluble, differing in this 
respect from other bismuth 
preparations. The intramus-— 
cular injection of Thio-Bismol 
causes, as a rule, little or 
no pain. 


PACKAGES 


Boxes of 12 and 100 ampoules 

(No. 156), each ampoule containing 
one average adult dose (0.2 Gm.—— 
3 grs.) of Thio-Bismol, to be 
dissolved, as needed, in sterile 
distilled water, a sufficient 
amount of which is supplied with 
each package. 


Not the least important 
factor in Thio-Bismol therapy 
is the cooperation of the 
patient; the injections are so 
well borne and their effects 
so manifest that the patient 
is more than willing to con- 
tinue the treatment for the 
necessary length of time. 


Thio-Bismol, alone or in 
conjunction with arsphenamine, 
produces rapid therapeutic 
improvement, demonstrable by 
serologic tests and regression 
of lesions. 


Accepted for N. N. R. by 


The Council on Pharmacy and 
Chemistry of the A. M. A. 








FOR FURTHER INFORMATION 
PLEASE ADDRESS MEDICAL SERVICE DEPARTMENT, PARKE, DAVIS & CO., DETROIT 


OR ANY BRANCH OFFICE: 
NEW YORK KANSAS CITY CHICAGO BALTIMORE NEW ORLEANS MINNEAPOLIS SEATTLE 


IN CANADA: WALKERVILLE MONTREAL WINNIPEG 











